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ADULT DAY CARE PROGRAMS 



WEDNESDAY, APRIL 23, 1980 

U.S. House of Representatives, 

Select Committee on Aging, 
Subcommittee on Health and Long-Term Care, 

Washingtdn, D % C. 

' v jhe subcommittee met, pursuant to notice, at 10:08 a.m., in room 
i 210, Cannon House Office Building, Hon. William R. Ratchford 
(acting chairman of the subcommittee) presiding. 

Members present: Representatives Ratchford of Connecticut, 
Biaggi of New York, Bonker of Washington, Ford of Tennessee, 
Drinan of Massachusetts, Oakar of Ohib, Ferraro of New York 
M £ a Pj Florida » Abdnor of South Dakota, and Evans of Indiana! 

Staff present: Louise Bracknell, staff director; Mark Covall, re- 
search assistant; Hazel K. Edwards, secretary; Eleanor Hall, intern; 
h ar Z y R : Pa rkinson, minority staff director; and Glenda Barnhill, 
stall assistant. 

OPENING STATEMENT OF CHAIRMAN WILLIAM R. RATCHFORD 
Mr. Ratchford. Ladies and gentlemen, we will be starting short- 
ly, ;-bs t you have just heard the buzzers ring. There is a rollcall in 
the House of Representatives, so the members of the panel will 
have to go over to vote and come back. 

Senator Pepper, unfortunately, is sick with a cold and will not be 
in today. He wanted to come in, obviously, because he is a great 
supporter of day care. His detailed statement will be submitted for 
the rfecord, and he assures you of his continuing, ongoing, and 
strong support for day care. 
[The prepared statement of Chairman Claude Pepper follows:] 

" Opening Statement of Chairman Claude Pepper . 

It is my pleasure to convene this hearing— the first congressional hearing devoted 
exclusively to an examination of day care for the elderly. 

By all accounts adult day care is an idea whose time has come. In 1974, there 
were only some 15 programs in the United States. Today, there are over 600. This 
rapid growth has come about without federal policy, without a mandate to the 
states, and without a unified funding source. 

In my book, this qualifies adult day care as something of a phenomenon: What 
created the momentum for this kind of expansion? I believe the anWer is that day 
care grew from grass roots— with community efforts responding to community need. 

Popular opinion would have us believe that many American families don't care 
about their elders-that they are content to dump their mothers and fathers and 
aunts and uncles into institutions and leave responsibility for their care to others 
lnat kind of mentality is dangerous, and it's misleading. 

The fact is that most American families don't have the resources to provide 100 
percent of the care an impaired older relative might need to stay out of a nursing 
^P^.^e complexities of our increasingly mobile and impersonal society make it 
difficult to keep a household running smoothly. - 
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Tho needs of an. Impaired older relative who rdiiuiroa uncial caro can eoinixnind 
the difficulties, For lack of alternatives, tills situation far too ofton rosulU In 
nursing homo plucemont. m m ' _ 

This does not moan that famillos don't wish to caro for tholr oldorly. To tho 
• contrary, it bfton means that all othor doors aro closed. Wo want to opon thoao 
doors, Our Committee has devoted yoars of work to making home hoalth caro 
availnblo to tho oldorly. Our task Is by no moans comploted, but we have achioved 
considerable* progress. Homo caro ancf day care should go hand'in*hund as compo- 
nents of a continuum of community-basod caro for the oldorly. 

In our hoaring today, wo want to learn what day care moans to familioa. Wo want 
to know how tho various programs work. Wo want to discuss tho costs of day caro. 
And we want to know oxactly what tho Fedoral government is doing in this aroa. 

A principal concorn has boon tho lack of policy focus in day care, Somo 16 
potential sources of funding have beon Identified. Wo havo distributed a survoy to 
all tho states which we hope will provo beneficial In gotting a better idoa of the 
oxtent of day care around tho country. , 

Encouraging day caro does not just moan new dollars. It might moan a reorgani- 
zation of the haphazard financing structure. We know that of tho GOO programs in 
oxlstence now, woll over 300 recoTve Titlo XX Social Service ftinds; over 100 recoive 
funds undor Titlo III of the Oldor Amoricans Act; and 125 recoive reimbursement 
under Medicaid. The romainder of day care support comes From a hodge-podge of 
public and private sources, aroa agencios on aging and others. Moreovor, a large 
number of persons— as many as one-half of the participants in some programs— pay 
thoir own. way. ■ 

Wo have much to learn today. I want to welcome each of you to this hoaring. We 
are especially pleased to have with us a number of members of the National 
Institute on Adult Day Care of the National Council on the Aging. Your concern 
and your expertise aro wolcome, and I want to encourage you to work with out 
Committee in tho development of long-term caro policies which will enhance the 
lives of elder|y Americans now and in the future. 

Mr. Ratchford. I am Congressman Bill Ratchford, Congressman 
from the State of Connecticut. I will be chairing this morning's 
portion of the hearing. 

[The prepared statement of Chairman William R. Ratchford fol- 
lows:] 

Prepared Statement of Chairman Wiluam R. Ratchford 

Mr. Chairman, I applaud the efforts of yourself and the fine staff of the Subcom- 
mittee on Health and Long-Term Care in conducting today's hearing on day care for 
the elderly. 

As you well know Mr. Chairman, I served as Commissioner for a cabinet-level 
Department of Aging in Connecticut just prior to my election to the Congress last 
year. Preceding that appointment, I served as Chairman of the Governors Blue 
Kibbon Committee to Investigate the Nursing Home Industry in Connecticut. As 
' part of the Commission's outstanding report completed in December of 1976, the 
subcommittee on Alternatives to Institutionalization recommended that state policy 
and funding should be directed towards providing a continuum of care for the 
elderly. Services should range from simple support services enabling a minimally 
impaired person to live at home independently through skilled nursing carr in an 
institutional setting, through comprehensive skilled nursing care in an institutional- 
ized setting. ..... * . ' 

Adult Day Care was identified as one attractive option along this continuum of 
care, which would prevent the inappropriate institutionalization of many elder 
people and offer a more humane social, medical and economic alternative. Equally 
important, day care could provide critical social and economic support to family 
members who care for their other relatives. Far too often, Mr. Chairman, older 
people are forced to deplete their limited financial resources in paving for their 
social and health care needs not covered by Medicare. To be oligible for those 
support services provided under Medicaid, almost all of their resources must be 
"spent down". As a result of depleted financial resources and clearly lacking sup- 
port services in the community, many older persons are left no alternative but to 
accept placement in a nursing home as a Medicaid recipient. 

The time is now to identify a place in the continuunf of care for adult day care. In 
my state of Connecticut we have estimated that 14 to 17 percent of the community- 
based elderly suffer from chronic conditions which limit the performance of major 
activities of daily living. The socialization and multiple services and therapies 



avoilablo throujfh day care con tor* can help many of those oldorly porsons llvo 
independently at homo or under the caro of family members, 

In 1978, tho Connecticut Legislature appropriated ^70,000 for tho establishment of 
n modol adult day core program in Houthoiifltorn Connecticut SorvlriK 1H towns, thin 
program begun opomtlon In Docombor of 1978, and luu provided transportation, 
nursing, rehabilitation, recreation, counHolIng uiul nutrition services to elderly por- 
i HoriB with a high probability of being institutionalized, 'Along with mandating this 
„ project, the legislature gave the Department on Aging thn responsibility for ovaluat- 
, Ing this and other programs In tho BtaU), This evaluation fculmlnated lost Septombor 
with tho submission of comprohensivo recommendations 1 to the Legislature on the 
future role of adult day enre sorvicos in tho stnto. 
• This landmark report Included several important findings, Tho full public cost of 
i adult day care was compared to tho total public cost of chronic and convalescent 
nursing homos (SNP) on the ft vorage. Estimates fdr adult day caro reflect actual 
program expenses, not dally living oxpensos of the cliont based on Duroau of Labor 
Statistics figures, and tho cost of other sorvicos rendored for tho participant Tho 
results of this comparison are rovooling indeed, Mr. Chairman. Total public costs of 
the adult day care program wero calculated at $113.87 per cliont in weekly oxponses 
and a per diom of $16.27, as opposed to a weekly oxpense of $228.00 per client and a 
por diom of $32,57 for skilled nursing facility costs. Additionally, this study repre- 
sented the first empirical analysis of its kind on the impact of adult day care on tho 
caring family, Participant familios oxperioncod reductions in family atross and 
tonslon and tho program appears to have had a most favorablo impact on tho 
quality of the older person's liro. 

Thus, it seems quite cloar that if day caro is focused on those with a high 
probability of institutionalization and is fully utilized, that it can be oxtromoly cost- 
ofTectivo. In fact, the Connecticut experience would indicato that evon if only 60 
porcont of adult dav caro cllonts would havo othorwiso been institutionalized, adult 
day caro would still be a cost-effectivo alternative to institutionalization. Tho evi- 
dence ovaluated in my own state seoms decisive, and I am pleased to report that 
there are now somo 17 adult day care programs in Connecticut and tho state 
legislature's Appropriation Committee last week passed a bill that would requiro 
tho states Medicaid administering agoncy to amond its plan to includo covorago for 
adult day care sorvicos. Also tho state's Title XX plan has beon roloasod for roviow, 
and for the first time includos provisions for the targoting of adult day care 
activities. 

Groat progress has been mado in identifying the advantages of adult day care, 
and I am oager to hoar from today's witnosses on tho oxperionco in othor states. 
This exciting now concept can work and cortainly warrants groater attention and 
funding support from tho fedoral government. 
Thank you. 

Mr. Ratchford. Briefly, by way of background, I was Connecti- 
cut's commissioner on aging for 2 years. Prior to that, for V/z years 
I chaired Connecticut's investigation of nursing homes, and in both 
capacities we found that there should be a continuum of care; that 
that continuum of care certainly should include day care. 

We have found, for example, that the day care experience in 
Connecticut costs $113.87 a week, versus skilled nursing care costs 
substantially above and beyond that at a weekly expense of $228 a 
* week. So from the point of view of humanity, and from the point of 
view of economics, and from the point of view of providing a 
continuum of care, we in Connecticut have found it to be an 
experience that we want to encourage. We are encouraging it 
* 1 through our State funding. We are encouraging it through our 
medicaid provisions. We are encouraging it through title XX, and 
we will have more detail on it later this morning. 

With me is a Member of Congress from New York, Geraldine 
Ferraro. She will be back as soon as we vote, at which time the 
meeting will officially begin. ThanK you. We will go over and vote, 
and come back immediately. 
[The subcommittee recessed at 10:10 a.m.l 



Mr. BtAGG! [presiding]. The hoaring Is called to order, I .will 
preside for a few moments until Mr. Ratchford returns. Mr. Ratch* 
ford has just returned. 1 

Mr. Ratchfoud. It should be an hour or so before there is an- 
other rollcall, so wo should be free to proceed. 

Again, I am Congressman Ratchford, from the State of Connecti- 
cut. Chairman Pepper is at home with a cold. He regrets that ho 
cannot be hero. He isQpreparing himself for the budget debate, 
which you know full well is extremely important as it relates to 
programs for the aged. There are other members of the panel, and 
other Members of Congress who would like to be recognized. Before 
we adjourned^ I was prepared to recognize a Member of Congress 
from New York, Geraldine Ferraro, for her statement. 

Ms. Feuraro. Thank you, Mr. Chairman. I will defer to my 
colleague from New York who has to go to another committee 
meeting which he will be chairing. 

Mr. Ratchford. The Chair then recognizes someone I a.n sure 
you all know, a Member of Congress from New York, someone who 
has been extremely active in the area of aging, someone who is 
always on the floor working for programs to improve the life of the 
aging, Mario Biaggi, from New York. Mr. Biaggi. 

STATEMENT OF REPRESENTATIVE MARIO BIAGGI 

Mr. Biaggi. Thank you very much, Mr. Chairman, thank you for 
indulging me. 

I simply feel compelled to make my comments this morning in 
the light of recent events. I would like to stay on, but I am chairing 
another committee hearing in the Longworth Building, and we are 
in the middle of receiving testimony from witnesses who have 
traveled from many parts of the country to testify/Last Monday, as 
chairman of the Subcommittee on Human Services, I conducted a 
hearing in the city of New York. That meeting was attended by 
.Ms. Ferraro, Mr. Luken, Mr. Rinaldo, and other members of the 
committee. We dealt with the issue of domestic violence against the 
elderly. 

You may have read about the issue in the New York Times, or 
other papers, or perhaps have seen segments about it on the? elec- 
tronic media. Unfortunately, the <fact of the matter is it is not an 
uncommon event. The University of Rhode Island has revealed in 
its studies for instance, that there are at least some 500,000 such 
incidents during the course of 1 year. Some people feel that the 
incidents may be even greater in number. At the hearing in New 
York we had the advantage of two witnesses who were victims, and 
the testimony of a police officer who handled a case of another, a 
victim. All of their testimony was graphic, and one was terribly, 
terribly repulsive. This particular woman was assaulted repeatedly 
by her 36-year-old grandson with a part of the wheelchair in which 
she was bound. She was seniiparalyzed, and she was robbed. In 
addition to that, she was sexually abused. But it was not a single 
event. It had happened many times, before. This particular episode 
had a unique development because a witness, not the victim, testi- 
fied. As a result of this, the assailant was committed to the peni- 
tentiary for 3 to 7 years. ' 



II wo did not have tho witness, thoro is ovory reason to believe 
the oflonse would huvo continued, I say this bocnuso tho ono 
common elomont that runs through all of* thoso cases Is that tho 
- victim Is reluctant to prosecute. This occurs for a number of rea- 
sons: One, fear of reprisal; and two, the ties of relationship. Tho 
victim undoubtedly has more affoctlon for the offender than the 
offender has for tho victim. 

The abuso occurs in sovoral ways: Including psychological; physi- 
cal, and financial. In fact, robbories occur; and the prospect of 
being put out of a home and put into an institution is a real throat. 

Another witness testified that she was put out of her home 
repeatedly and would have to sneak into tho house while the 
others were asleep. She was tortured, and was visited regularly 
when she received paychecks. They would come, take the checks, 
and abuso her physically. Apparently there was a long history of 
this occurrence'. 

I raise this today because one way to deal with the problem is to 
expand adult day care services. I point this out to you because 
there is a definite linkage between the offense and the remedy. 
Hopefully, by virtue of these hearings that we will give this prob- 
lem the same visibility that child abuse now has. 

• r l 0 -,^ 1 * 8 ag M hen 1 came t0 Congress, I dealt with the 
issue of child abuse. Child abuse was relatively obscure then. Today 
it is no longer. I do not think it will take 10 years for this issue to 
get the kind of attention it requires, but it does require the total 
commitment, and participation of the entire aging network, and 
people in public life. So far, the response has been surprisingly 
large, and the reaction has been gratifying. We anticipate future! 
hearings in different parts of the country for the same purpose, but! 

offe T the expansion of the adult day care programs as a possible! 
remedy to the problem. I do not believe that anyone would argue i 
over the benefits of a day care program. However, it becomes more 
urgent when you consider that it can diminish th S number of 
°»enses that we find occurring in the home. 

i Tha "K.y° u 'very much, Mr. Chairman, for indulging me. If I may, 
T? J lke t0 insert mv Prepared remarks at this poiht. 

Katchford. Thank you very much, Congressman Biaggi. 
Without objection, your statement will appear at this point in the 

[The following was received for the record:] 

Pkt.tared Statement ok Representative Mario Biaggi 

PolZ^lt 1 jnnH. t ,M- 0 ? 1 .^- nd my - most distinguished colleague in congress, Claude 

K ? J? „ ,L lng i 8 VCry '"P 01 ^" 1 heari "K on 'he effectiveness of adult day 

£ftl. M° l | her f ear eX r ample of his Kenuine concern and long-time efforts on 

benalt or the elderly citizens of our nation. 

<J„.? pL^im 6 chai A rman °X th , e Subcommittee on Human- Services of the House 
mnftor wh m h r=° n Ag ?iP n - Monda y: in this capacity, I conducted a hearing on a 
^^^tS^^^u^^ ^ "P-k o B f the 
JS*^l^^"J£J£- maj ° r for ™ ° f *>™» * violence against the 

me*Sind^i^ be0tinB 0nd the withh ° ld -e of care, food, 

Psychological abuse.— Including verbal abuse and threats 
Material abuse — theft of money or personal property. 
Violation of rifih te.— Forcing older persons into nursing homes. 
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On Monday, the committee Itnirnod throUKh leHtimony that win of iiIivhIciiI ylo- 
loncv uKiUimt older |H»rnonM are often directly related to tho lock of iwriodic rwijlUm 
fur mi overburdened caregiver. Shouldering tin* full reHponHlbllity lor an all urn 
parent without tho benefit of external or community HUp|>ort* can imm* \m\t\W ol 
nu entrapment on the part of the adult child who neen no nvenuon () | relief, Whim 
prenmiren are hi«h. thin kliul of lennlon uml precipitate actn ol violence by n I run* 
(rated caregiver, . % . . 

While adult day care in nhd of itnelf in not the Alpha and Omega to moIvJuk thin * 
problem, it In a partial Holullon which nhould be given very horioun connideratiun. 

If the pri'HMureN of nuch a full-time reH|K>nHibillty can he alleviated by the Intro* 
duction of adult dav care, then tbene Hcrvleen can help to prevent the harmlul build- 
up of Hire** and thereby diminiHb the incidencen ol domentlc violence ntfiiinnt the 
elderly. In nbort, ndult dav care can contribute a long wny to the maintenance n( 4 
healthy interijenorntionul living arrangement*, ; ( 

The committee did receive 8|>eclflc reeommendnllonN by numorouN indivalualN 
urging the expannioh of adult day cure. I wlnh to lend my nupport to thin mont 
important effort nnd nincorely lui|w that recognition of the need Tor the ex pa union 
of Huch nervicen will bo adopted on a national Hcale very noon. 

Mr. Ratchkoru. The Chair now recognizes tho ranking minority 
member of this committee, James Abdnor. from South Dakota, who 
has n statement that he would like to present this morning. 

STATKMKNT OF KKPKK8KNTATIVK JAMKS AtlDNOK 
Mr. Ahdnoh. Thank you, Mr. Chairman. 

1 find myself somewhat in the same position as Mr. Biaggi. One 
of my other committees . is marking up a very important piece of 
legislation that affects my State, so I too, will be going back and 
forth today, between several hearings. 

I am pleased to be able to participate in today's hearing, for 
there is a tremendous need in this country to develop community- 
based long-term care programs, and adult day care promises to be a 
very important part of our effort in this area. 

It has been estimated that approximately 8.5 million 
noninstitutionalized older Americans are restratqd in performing 
certain basic activities, including about 4 million who are severely 
limited due to chronic illness. In addition, there are many individr 
uals currently residing in nursing homes who coul^l return to the 
community if appropriate support services were available. Simply 
said, there are millions of elderly Americans crying out for commu- 
nity services. / \ 

The growth of adult day care programs in. this country has been 
phenomenal. Only 6 years ago, fewer than 15 programs could be 
identified. Now there are over 600. Perhaps the most amazing 
aspect of this expansion has been the lack of any direct Federal 
initiative in the adult day care area. The programs have been 
developed at the grassroots level in response to local needs. 

Before ,we advocate a broad expansion of the Federal role in 
adult day icare, there are some difficult questions which we need to 
answer. The first and forerpost question is, what do we mean by 
adult day care? There is a great deal of confusion, even in the 
aging community, over the many definitions of day care. Are we 
talking about principally medical programs, social programs, or a 
combination of the two? Who are we trying to serve with adult day 
care— only the impaired elderly? If so, how impaired do they have 
to be? 

I fully support the development of a flexible range of nomnstitu- 
tional community care services, but I. am fearful of building an- 
other layer of aging programs which would further dilute the 



already limited funds fur oldorly services, Adult day caro hold a 
grout deal of promise, but It 1h onsontinl that it 1h developed in 
conjunction and in coordination with existing programs such an 
multipurpose nonior centers. Ah one more component in a contin- 
uum of care, day care will be extremely valuable to older Individ- 
ualH and their fa mil Ion.. 

I would like to offer one final caution. One of the 'complaints we 
have heard most often during our day care discussions is that there 
in no Federal thrust, and no uniform' standards in the area of adult 
day caro. Do we really want to increase Federal controls? Certainly 
the Federal Government has a stake in day care since it provides 
much of tho financial support. On .the other hand, I suspect that 
one of the reasons day care programs have expanded so much in 
the last few years is because there has been flexibility at the State 
and local levels. There is probably a need to coordinate funding 
sources, but I seriously question the concept of uniform Federal 
standards at this time. 

We have an exciting group of witnesses here today, and I hope 
thev will bo able to shed some light on these questions. 

Thank you, Mr. Chairman. 

Mr. Ratchforo. Thapk you very much. 

Already introduced 'before the rollcall, a Member of Congress 
from New^ York, G^raldine Ferraro, with a statement. 

STATEMENT OF REPRESENTATIVE GERALDINE A. FERRARO 
Ms. Fkrraro. Thank you, Mr. Chairman. 

Largely through^the efforts of this committee and its Chairman, 
Senator Pepper, this! Nation has become aware of the folly of the 
wholesale institutionalization of our\Nation's elderly. Studies have 
indicated that many ; nursing home residents are inappropriately 
placed. Too often institutionalization is, seen as the only alternative 
as families struggle with the difficult question of how to care for 
their senior citizen relatives. 

The General Accounting Office, in a report dated November 26, 
11)79, indicated that a large percentage of the elderly being cared 
for in nursing homes were there, despite the fact that their basic 
requirements were nonmedical supervision and management. The 
GAO concluded that placing senior citizens in nursing homes, even 
when they have the potential to remain in the community is prob- 
lematic because, one, it is contrary to the wishes of most elderly 
and their families; two, individuals may be provided a more inten- 
sive level of care than actually needed; and three, it requires a 
costly outlay of public and private funds, and is an inefficient use 
of this service}. 

Though I am not a member of this subcommittee, Mr. Chairman, 
I asked that I be able to make this statement and sit with the 
committee because of my deep concern about the issues raised by 
unnecessary institutionalization and the need to find alternatives 
to it. Like most peoplexwho are involved with the field of aging, I 
am convinced that the \ unnecessary institutionalization of our 
senior citizens wreaks havoc. 

The human costs, attributable to inappropriate nursing home 
placement are immeasurable. In many cases we merely sentence 
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our elderly to death, and I may add, a death which is without 
either dignity or comfort. , 

On Monday, as Congressman Biaggi indicated before, I partici- 
pated in hearings in New York City on the subject of intrafamilial 
violence against senior citizens. Over and over again the witnesses 
expressed the belief that if Jthere were alternatives to keeping 
senior relatives at home around the clock, the .tensions and pres- 
sures which result in domestic violence against grandparents would 
be alleviated. This is just one area in which evidence strongly 
indicates that by allowing senior citizens to remain in an intergen- 
erational setting, , but by also providing for a brief break on a daily 
basis, we can avoid both institutionalization and the horror of 
domestic violence. 

Dostoevski once said that "You can judge the quality of a civili- 
zation by the way it treats its children and its senior citizens." I 
would hope/that modern America is not judged by that standard, 
but if we are to be, I think we have time to have the sentence 
commuted by early ( action on proposals such as senior day care. 

I commend the chairman for calling these hearings. -I am grate- 
ful for the opportunity to participate in them. I know that the 
witnesses here today will reinforce that which the committee al- 
ready knows, that there are alternatives to the wholesale 
institutionalization of our elderly, and that by providing them we 
will be strengthening not only the will -^nd dignity of Qur elderly, 
but our ientire society. . . 

As I mentioned earlier, I will be uriable to remain for the morn- 
ing. I am also on the same committee as Mr. Abdnor. We are 
marking up an important piece of legislation; however a member of 
my staff, is going to remain. We have had an inquiry in bur district 
for a Senior day care center, and I am sure that she will find some 
answers today which "we will be able to pass on to the applicant. 
, I thank Mr. Chairman for the opportunity to make my state- 
ment. 

Mr. Ratchford. We thank you very much, and all of the state- 
ments thus far will be made a part of the record, including the 
statements that Chairman Pepper would have delivered, and the 
statement tfrat I summarized before the rollcall occurred. 

At this point I.would like to recognize another very, active 
member of this committee, and this committee has been active 
here and on the floor, Congressman Dan Mica, of Florida. 

STATEMENT OF REPRESENTATIVE DAN MICA 
Mr. Mica. Thank you, Mr. Chairman. * 

I would just like to make a brief comment and associate myself 
with the comments of my colleague from New York, Ms. FerrarQ. 

I might say that being from Florida, which is becoming a retire- 
ment State, and seeing the progression in average age, we know 
that we have to look for alternative solutions. Until , this point, 
until recently, we have only had a few solutions, one, to stay at 
home^or two, nursings home care. This is a new alternative. It is a 
fresh idea and a new approach, and I am most interested in follow- 
ing the hearings, listening to the testirpeny, reading iti — I wilLnot 
be able to stay either — and hopefully we can come up with some 




suggestions that will prov^Se somenew hope for those in advancing 
years, arid those of us who have parents-of that age. 
Thank you, Mr. Chairman. 

Mr. Rat^hford. We thank you^and your statement will be made • 
a part of this record. 

At this point, if there is no objection, I would like to submit the 
prepared statement of Congresswoman Oaltar for the hearing 
record. 1 Hearing no objection, it is so ordered. . 

[The prepared statement of Representative Mkry Rose Oakar 
follows:] \ 

Prepared Statement of Representative Mary Rose Oakar 

I would like to thank the Members of the Subcommittee on Health and Long 
lerm Care for letting me listen to the valuable testimony of the witnesses who have 
appeared today. Hearings like this are needed' to explore all possible areas in the 
care of the Elderly. v . r 

Today we have heard witnesses speak on their experiences with Day Care for the 
blderly. Day Care of this type is in its' infancy. The people who have talked to us 
today are among, this nations innovators and they are to be commended. Because a 
j'reat number of problems face Adult Day Care, there wilLbe differences of opinion 
■•*-.d contradiction, but this is to be expected with any new and emerging concept 
On one hand we have had testimony from Dr. William Weissert, who concludes 
that Adult Day Care is an add-on service, does not prevent institutionalization, and 
is not coSt-effective. On the other hand, his research does not dispute the facts that 
the program provides more independence for older people", that it provides relief for 
care providers, and it relieves the loneliness' of many old people. It is hard to put a 
monetary value on these benefits that are/o vital to our nation's elderly 

No researcher is expected to find answers to every question and no study is 
supposed to be accepted without corroborating evidence. Dr. Weissent himself has 
stated that there is a strong need for/more research in this field. Acrcfcs the nation 
there are over 600 active programs, and we have heard the testimony by directors of 
a few of the more outstanding programs. Through years of experience these direc- 
tors* have conducted programs- that provide multi-faceted treatments and benefits It 
is refreshing to see communities, philanthropic organizations, and governmental 
bodies working m coordination to get new initiatives moving and to keep successful 
programs funded. These program directors have developed centers which have a 
realtively low cost that result in significant savings when compared with 
institutionalization. They have developed inventive and flexible variations to meet 
the needs of their particular communities. 
Most promising are the prospects for the future. We may find that Adult Day 
s Uare is effective as a Half-way house to remove people from institutions who need 
only marginal health, care, It is also possible that Day Care could be used in a 
preventative manner to deter or at least delay institutionalization of some older 
Americans. Both of these prospects make sound economic sense, and also provide 
the chance for independence and dignity that this nation's elderly deserve. These 
witnesses as well as the participants, and families are sending us a message. 
Because these Centers have evolved on their own, they-truly represent the needs of 
the seniors and the communities. Through this hearing I hope that they realize that 
we in Congress are interested in their progress. It is now up to us to see what we 
can do to make it easier for new programs to start, and to help the existing 
programs to continue and expand. , 

Mr Ratchford. We notice the presence of television, and under 
rule 17, these proceedings may be covered by television. I simplv 
would note that for the record. 

At this point I would like to, call to the chair an individual who 
has been active on this committee for a long period of time, an 
individual who has brought witnesses here this morning, and some- 
one who has devoted a great amount of effort to improving the 
plight of the elderly, not only in his.home State of Washington, but 
throughout theM United States, the Honorable Don Bonker. Don 
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STATEMENT OF REPRESENTATIVE DON BONKER 

Mr. Bonker. Thank you, Congressman Ratchford. 

I would like to commend , the chairman of the committee, Mr. 
Pepper, for once again bringing before our attention a timely and 
important issue at this time as it relates to adult day care services 
for^dtelerly Americans. 

On the ^econd panel we have witnesses from Washington State, 
Mr. Charles* Reed, who is one of the . leaders in this area, and 
certainly has done a fine job in my State of Washington; and also 
Mr. Bill Weissert, from the Department of Health, Education, and 
Welfare,, who has just completed a study bri the cost effectiveness 
of adult day care services in places where they are being provided. 

This, issue will represent something of a (iilemma for me because 
I recognize and fully appreciate the work that is being done by the 
state of Washington, but I also feel that 'Dr. Weissert has raised 
some valid questions and I think deserve the full attention of this 
committee. .* 

We ought to be looking at such things as to whether day care 
services are the best possible use of our scarce resources for health 
care services. We ought to be looking at whether the use of our 
health care budget for this purpose is duplicating other services, 
particulary those that relate to comprehensive health-care. Fur- 
ther, we should absolutely make sure that the services that are 
being provided are indeed going to needy people, those whose needs 
are not being met* currently by existing services. 

And finally, "How do the social day care programs differ from 
senior citizen centers, and could those senior centers be slightly 
modified so that they can serve any needs that are now met?" I am 
hopeful that the potential .of these programs will be achieved in a 
way that will not duplicate existing programs, and will be cost 
effective. To be less expensive, my guess is that they will have to be 
a substitute for nursing homes, or hospital care. If that is the case, 
then this committee certainly should look at the concept. 

At this time we would like to call the first panel persons that are 
on our schedule, and they include Mrs. Joanne Jackson Yelenik 
and Mr. Horace Woods and Dr. Paul Feng; 

We will then begin with Mrs. Yelenik, and I would ask that each 
of the witnesses identify themselves and their professions, and then 
proceed hopefully with a summarized statement, and their full 
statement will be included in the official record. 

STATEMENT OF JOANNE JACKSON YELENIK, TEACHER, 
GEORGETOWN DAY HIGH SCHOOL, WASHINGTON, D.C. 

Mrs. Yelenik. My name is Joanne Jackson Yelenik, and by 
profession I am a teacher at Georgetown Day High School hejre in 
Washington, D.C. I am here to relate some of our family history 
which relates to matters on which the committee is meeting.- 1 am 
submitting to the committee, along with a copy of my oral state- 
ment, the following items: Documents relating to our family histo- 
ry with social and medical care services; an 11-point suggestion for 
legislation written in la letter to Congressman Michael Barnes on 
March 16, 1980, and submitted also to this committee; a copy of a 
law passed in January of this year by the State legislature of 
California seeking to address and rectify the prejudices of financial 
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aid and medical insurance as they affect sufferers of chronic brain 
damage nelated illnesses; a book review of a book entitled, "Unlov- 
ing Care" yvhich explores the ineffectiveness of nursing home care 
facilities and the extent to which this kind of care is forced upon 
families by governmental and medical and medicare systems. 
[See appendix p. 73 for material submitted by -Mrs. Yelenik.] 
Mrs. Yelenik. In a world where many articulate statements of 
positions, of beliefs, and of feelings, in a world where much is in 
disarray and turmoil, and wherfc many clamor to be heard, I would 
like to speak out for the few who cannot speak out, who cannot yell 
out their wishes, who if they speak at air speak to us in gentle 
\ whispers. ! would like to tell you of the whispered desires of one of 
\ these many, of my father, Harry Jackson. 

My father came to this country in 1921- from Russia, one of many 
Russian Jewish immigrants; immigrants seeking to live well and 
work hard in an atmosphere free from persecution. My father 
worked, during the days, and studied at night, Plato, and the scien- 
tists and philosophers being his favorites. He'* became, and re- 
mained a master electrician; a man honored anS respected by those 
he worked with and for, and by all who knew him and loved him. 
He was a man of few words, and of many principles; principles 
which he upheld all his life. * 

It was in the 68th year of this rich and loving life that my father 
began to experience the first symptoms of the illness that was to 
wreck havoc with his days and nights until his death this past* 
February 5, 7 ye^rs later. The name of the illness my father had is 

AlzheimerVdisease. I stress the name because many do not know 

of this disease at all, and some who do do not even honor its 
v'horribleness by naming it. Often Alzheimer's disease, is lumped 
together with words like "senile," or the "confusions or the old," or 
the "childishness of the old." Alzheimer's disease does nat create 
children out of the old, nor pet-like docile creatures out of human 
beings. Alzheimer's disease takes usually very physically healthy, 
mentally sound and productive full-living adults, and slowly and 
relentlessly by the slow and steady destruction of brain tissue 
which first attacks, the memory and later destroys abilities to per- 
form from the most complicated to the simplest tasks, makes its 
victims finally totally , dependent for* their care and well being on 
others. Alzheimer's disease robs those who suffer from it of their 
special skills and unique talents. It does not, however; rob people of 
their dignity, nor of their love for life, nor of their love for their 
families, and their known surroundings, and cultural and ethnic 
backgrounds. It does not even rob them, as in the case of my 
father, of their love of the beauty of fine music, or of their sense of 
humor, or pf their joy in living. Alzheimer's disease does not rob 
-s them of these things that make life bearable and still pleasurable. 
Society does. : 

Through inadequate medical, medicare, and social services, 
through the lack of adequate and well proportioned homemaker 
care services, especially in the evenings and nights when such care 
is most needed and most lacking, through a system that encourages 
and sometimes forces families at every step of the way to isolate 
and alienate the victims of Alzheimer's disease from, good and 
loving homes and family care to institutional care, through these 
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things society adds to the anguish of those suffering from Alz- 
heimer's disease, and to the anguish and frustration' of their fami- 
lies. Through these things society robs them. . 

Alzheimer's disease cries out to be dealt with, to be researched, 
to have programs funded which begin to find medical answers as to 
its cause, history, and treatment. Organizations are forming, and 
they need the support of government programs and medical know- 
how. The way to dignify Alzheimer's disease is to recognize it, to 
name it, and to begin to find ways to eradicate it so that the vital 
and productive people it strikes down can continue to do their 
work in and for society, and can go on with the business of living. 
Until the time comes when Alzheimer's disease can be eradicated, 
or at least made treatable, while it still remains an unknowable, 
and to a large degree unmanagable disease, until that time what 
society needs, to do, and what I am pleased this committee is at 
\ long last addressing, is to help through the augmentation of full* 
day care facilities for the elderly, and through improvement and 
amendation of medicare services, and through financial support for 
family care at least equal to that beinggiven to institutions, give 
older people like my father the ability to remain in their homes 
with those who love them, and who they love, and who are trying 
to give them the best possible care. 

Those, who in their prime adulthood worked to make our society 
the best and most just in the world deserve no less than that from 
the society they called their own. 

My father, until his death, remained at* home in the excellent 
and exceptional care and never-ending affection of my mother, 
Bessie Jackson, and of his family and friends. This kind of care 
requires 24-hour-a-day attention, and it is as exhausting as it i^r 
worthwhile. In this home my father 'laughed, and ate his meals, 
and walked around inside, and in the park he enjoyed so much. In 
this home he smiled, and hugged, and loved us. He wore the 
clothes he knew; ate the foods he loved; was surrounded by the 
pictures and furniture he had cherished all his life, and practiced 
the rituals of family and religion that give quality to life and to the 
. passing of the days. It was in this home that, even during his 
illness, he loved and watched grow his -grandchild, Daniel Adon 
Yelenik, an d was loved and cared for in - return by that grandchild; 
a heritage and a generational link that would not have occurred 
outside of that home. We won the battle to keep my father where 
he wanted to be, and remain, because of my mother's dedication, 
and drive, and love, and against incredible obstacles and blocks 
placed upon us by present systems. 

In all of this time, the strongest and most positive ^support of the 
kind we needed and wanted most was given to us by the Support 
Center of Wheaton, Md., Jim MacRae, director. It was at this 
center, under the direction and supervision of very able, skilled, 
and compassionate director, and staff workers and volunteers, that 
my father, on Tuesdays and Thursdays of each week, from 10 
o'clock a.m., until 3 o'clock p.m.,. was treated in a manner that was 
an extension of his home. At the center among the staff, and the 
other elderly clients it services, my father was exposed to a bright . 
and loving environment that tried to stimulate him, and others, on 
a level appropriate to their abilities. It was at this center that the 
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full range of my father's magnificent personality became known 
and appreciated, and finally loved. And while it is to the full credit 
of the center that this happened, it is also far more natural for this 
to occur through a day care center that is in partnership with the 
family in caring for an elderly, ill person, than with an institution 
that is in pseudo-substitution for that family and home. 

Day care facilities for the elderly allow the old and sick to keep 
what is most vital for them during this difficult period: Their roots, 
their background, the history of their achievements, their likes and 
dislikes, their place in society; perhaps not the full active place 
they desire, but nevertheless, a decent, respectable-place, not living 
off and away from the world, but still being in and of trie world 
they still desire to hold on to, and have a right to hold on to, and to 
k be protected and encouraged to hold on to. 

At the center my father could be as he was in a pleasant and 
supportive environment. The people there became an extended 
.family to him and to my mother, for the center provided her also 
with the things she needed most, some private time free from the 
anxiety of caring for my father, and most importarjtfy free of the 
worry that he was being improoerly cared for. The ct iter and my* 
mother could share things, good things, and problematic things. 
Everyone makes mistakes. Times are difficult. The family errs 
sometimes; so does the center, but the overall commitment is clear 
to and by the family, to and by the center, to and by the patient. 

The center was a pleasant, place where my father could go to be 
with people who cared, and amongst others who, like himself, 
needed to be cared for. The center was a fine place to be, and the 
finest thing of all Was that he, and everyone there knew that when 
he left the center, he would come home to us to be with his family 
where he belonged. "\ 

At the services on the day we buried my father I remember my 
mother crying out.ortyy once, and that was when my father's 
friends from the center\eame to say a final good-bye to him. The 
director, and staff, and clients came; another man with that special 
look of Alzheimer's sufferers. 

Nursing home care, institutional care s may be the answer for 
some, may even be the need and desire of some, but for the many, 
who, like my father, abhorred in the days of his health and well 
being, their concept and philosophy and the all too frequent indif- 
ferent or demeaning care they offer, society must support alterna- 
tive methods of care for the ever growing number of the old and * 
the ill. 

I suggest from our own experiences that one of the most loving, 
productive, constructive, and cost effective— and I emphasize that 
so i>owerful last term— alternatives, is by increasing aid to the 
families who desire jto keep their old and ill ones in their home, 
and by increasing ;{the funding, and expanding the services offered 
by day care facilities for the elderly/This is the direction and care . 
toward which I believe society mtrgf now begin to work in practice. 
Professional verbal sugportjbr home care, and day care must be 
backed by the practical support of programs and funding; 

Thank you. 

Mr. Bonker. Thank you, Mrs. Yelenik, for providing the commit- 
tee with such a moving and eloquent statement. 
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Before you proceed, Dr. Feng, I would like to announce the 
presence of Congressman David Evans from Indiana, who is a 
member of the committee. You may proceed. 

STATEMENT OF PAUL FENG, PH. D., CLINICAL PSYCHOLOGIST, 
DANVILLE STATE HOSPITAL, DANVJLLE, PA. 

Dr. Feng. My name is Paul Feng. I have my Ph. D. in clinical 
psychology. I have practiced as a cljnical psychologist of Danville 
State Hospital, Danville, Pa., for the p^st 10. years. I am also a 
college professor/ of Psychology and Sociology for Williamsport 
Community College, Williamsport, Pa. ) 

My mother came to this country in 1923. The reason for her 
coming over is because of trying to run away from an unpleasant 
, political climate in China. She came hejre and worked very hard, 
and my father and her slowly accumulated a small amount of 
wealth, but unfortunately, there came the depression. Then, they 
had to start all over again. My father diea untimely when he was 
43. My mother, being a very strong-willed\woman, worked hard as 
an antique dealer and put me through college and I got my Ph. D. 
from NYU. She worked for many years as an independent and 
hard-working small business woman. Somehow, just like any other 
person, she made the~ wrong decision of investing in 3tock. Shortly 
before she turned 65, once again the bad luck struck. She lost all of 
her lifetime savings, so she got a very minute amount of social 
security, and 2 years ago she suffered a stroke which paralyzed the 
right side of her body. 

But I have told, as I have mentioned before, my mother was a 
very strong-willed lady, and she will not give up, nor will I, At first 
I was thinking about taking her to some places as Mr. Bonker 
mentioned, the social center for the elderly, or senior citizen elder- 
ly center. I went there and observed how they took care of the 
elderly people, and I was greatly dissatisfied with the way they did 
it. There, the whole group of those senior citizens, working hard all 
through their life, were being treated like a pile of garbage. They 
were not being token care of at all. In fact, my mother told me that 
when the time came for going to the toilet, she requested somebody 
to wheelchair her to the toilet, and not one person responded. I do 
not want to mention specifically what organization it was, but that 
happens to be one of the better senior citizen's center, after my 
careful investigation, that Vsrwb her to. / 

I also thought, about taking her to some/so-called church-related 
organization*. As impressive as they scund^ the nurse at one of the 
leading church organizations in the Rockyille area where we used 
to live, told me: ; 

We cannot take. care of those, citizens who cannot take care of themselves. If they, 
are partially incompetent in handling themselves, those are the people we cannot 
care. We only take care of those people who can take care of themselves. 

I want to pinpoint the difference between the so-called Senior 
Citizen Center, and a special skilled center, such as the Support 
Center in Wheaton, Md.. I was extremely impressed with Mr. 
MacRae's competence in running the program. After. all, since I did 
work at a State hospital ifor 10 years for the geriatrics, I ought to 
know the difference. ' , 
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I looked at those people over at the support center, they were, 
being treated like individuals, respected like people, first-class citi- 
zens. Why is it those people, after years of work, should be treated 
just like trash. .When things grow old we respect them as antiques, 
but when human beings grow old they were treated , just like 
refuse. This is really a very terrible and disturbing element of this 
society. 

I am the kind of person that I would go to the center during the 
regular intervals. I noticed that there were different kinds of pro- 
grams which are really motivating to those semiparalytic patients. 
Examples are skilled personnel training those people how to do 
handicraft work; and another thing, is they also have physical 
therapy. I noticed there was one worker diligently helped my 
mother to hold on to the rail aad walk, and back and forth many 
times. This is the beginning of the second year, and I notice my 
mother is improving, thanks to the good care of the support center. 

If I would send her -to some places, like one of those poorly 
staffed places mentioned previously and just leave her there and 
let her be, and slowly she would deteriorate and die. Certainly it 
would be a pity for a person who'would like to really self-actualize 
herself. There must be a lot of people in the support center that 
would like to articulate the viewpoint which I have just mentioned 
a short while ago. I think it is really a blessing for my mother who- 
worked Krrd for her life, and now, that she was fortunate enough 
to go to a place like support center in Maryland. This is really an 
inevitable asset, not only to the senior citizens of Maryland, but 
also to the working citizens, the relatives of the senior citizens, as 
well. 

I would lastly point out also a very important factor. That is, 
aside from the physical therapy, and also the occupational therapy 
the center provides, the center also provides very carefully selected 
nutritious meals for- the senior citizens. My mother goes there two 
times a week, Wednesday and Friday. When I go there at 3 o'clock 
to take her out I would ask her what she has done. I 'also went to 
the center, talked to the workers, and discussed various kinds of 
programs. Sometime? we even work together to promote different 
type of social programs which were basically selling the crafts done 
by the senior citizens from the center. 

All in all, what I am saying is that the whole organization, the 
support centei-, is really something to be commendable. This is one 
thing that the Federal funding wa£ properly spent for the benefit 
of the citizens. 

Thank you. 

Mr. Bonker. I want to thank you, Dr. Feng, for taking time to be 
here to give this committee the benefit of the personal experience 
that you and your mother have had with this program. It certainly 
is helpful for those of us on the committee to have a glinipse of 
these personal experiences as we take up the subject of adult care 
centers. \ 1 

Our third) and final^witness on this panel is Mr. Horace Woods. 

It is a pleasure To liave you with us this morning, Mr. Woods. 

^ STATEMENT OF HORACE E. WOODS 
Mr. Woods, /Thank you very much. 
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What follows is my testimony in support of the continued need 
for senior day care centers throughout the. country. Because they 
. filled a void in my life, I have the fondest regard for the Woods 
Adult Day Care Center. Three years ago, while recuperating from a 
stroke, the Health Department therapist suggested that I attend an 
adult day care center for continued maintenance therapy, both 
physical and mental. Thank God, in November 1976, I was accepted 
by the Woods Adult Day Care Center in Severna Park, Md. At that 
time despondency, and a feeling of uselessness prevaihd in my life. 

Usually, in the case of senior illness or handicap, he or she 
experiences a traumatic shock when they discover their inability to 
function as well as before. Prior to my stroke I worked with retard- 
ed adults in work training at the Providence Center in Annapolis, 
Md., for 5 gratifying years. Married, I lived with my wife in my 
own home. On acceptance at the day care center, consideration of 
my physical limitations were dealt with, being paralyzed on my left 
side. The therapist from the health department followed mfe at the 
center during this transition time, and provided a physical fitness 
program for the center staff to continue during my maintenance 
routine. ( 

Also, I participate in the center's activities learning to make 
tapestries by using a punch needle with one hand, and later teach- 
ing others how to perform also with one hand. An aide encouraged 
me in creative writing, and much to my surprise I/found myself 
developing my latent talent of writing. These associations renewed 
my usefulness, my sense of purpose, and my hope for the future. I 
regained my confidence in my ability to assist arid train. It was 
• quite a relioi to get out of the' house for a few hours daily to meet 
new friends, and socialize with my peers. • 

While my attendance at the center was without a fee, my home 
was at a great distance and I had to pay for my own transporta- 
tion. Unfortunately, it was so expensive I could only afford to 
attend 2 days a week. 

The counseling and training at the center taught me to iive more 
independently by strengthening my family ties, as President Carter 
has advocated, and to remain in my community, dispelling my 
fears of institutionalization. At the same .time, my presence at the 
center allowed my family to fulfill their' daily obligations content 
in the knowledge that their loved. one was adequately befog cared 
for during the day. / 

Now a widower, I graduated from the day care center, and now 
attend a senior center closer to my home. . While transportation 
remains a problem, I have been able to maintain my own home 
and use the meals on wheels servifce. Physical, mental, and social 
rehabilitation, the prerequisites for a full life in our waning years, 
is available at the day care center through their counseling activi- 
ties and associations. Again I have a feeling of self-worth. I have a", 
new lease on life. Adult day care centers are a godsend. 

During my 3 years at the center I witnessed some dramatic 
changes in certain participants. Those who had withdrawn into a 
shell became actively involved in activities and relationships, and 
those who had been rejected looked forward to the center as a 
haven, a home away from home, all due to the atmosphere and the 
knowledge that someone cared. 
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With a waiting list backlog, the need for day care expansion is 
there. What is needed now is for all society to care. 
Thank you very much. 

Mr. Bonker. Thank you, Mr. Woods, for being with us today. 
Once again, I think you have given the Committee the benefit of a 
personal experience which is so important to our understanding of 
these programs. 

At this time I would like to call on Congressman Ratchford for 
any questions he may have. 

Mr. Ratchford. I do not have any questions, Mr. Chairman, just 
a comment that this type of testimony is graphic evidence of the 
fact that what we need in the area of aging is a continuum of care. 
Connecticut, by no way, has completed its program, but its pro- 
gram includes home care. Its program is beginning to include day 
care. Its program also includes nursing home care, and I think as 
testimony develops we will see that if there is correct assessment 
in monitoring, that in many, many cases for the individual who 
needs the type care that has been described this morning, that care 
can be provided in a day care setting so that the individual can go 
there, be reviewed, receive the type medical treatment necessary, 
and still go home in the evening. And this, to me, is certainly much 
more humane, and is proving in Connecticut to be more economical 
than to say to that person, "The only option you have is because 
you are too sick to stay at home and receive care, .is to go into a 
nursing home." And each instance that I have to encourage this 
type of care, whether it is through changed in the medicaid law, 
the medicare law, or title XX, wherever given the opportunity I 
will vote to expand the law to include this type of coverage. 
Mr. Evans. I have no questions, Mr. Chairman. 
Mr. Bonker. OK. I want to once again thank each of the wit- 
nesses, and also to commend 'the committee staff for scheduling 
people who have personal experiences. Too often we hear from the 
professionals first and schedule the people who have the experi- 
ences later. I think this is a proper setting for us to proceed with 
these hearings. Thank you again. 

We would now like to make a slight modification in the program, 
and call up the third panel, which includes Dr. William Weissert, 
Anne Klapfish, and Charles E. Reed. 

Dr. William Weissert is the senior research manager"of the Na- 
tional Center for Health Services Research, Office of the Assistant 
Secretary for Health Research, Statistics, and Technology, Depart- 
ment of HHS, though I am informed by staff that your statement 
today is not necessarily the official position of the administration. 

I might also mention that Dr. Weissert and I served as fellow 
staff assistants in the Congress 16 or 17 years ago, and we are still 
around, and still specializing in the same issues. It is a pleasure to 
greet you, Dr. Weissert. I understand your study is somewhat 
controversial, so we are very interested in what you have to say 
this morning. 



STATEMENT OF DR. WILLIAM G- WEISSERT, SENIOR RESEARCH 
MANAGER, NATIONAL CENTER FOR HEALTH SERVICES RE- 
SEARCH, OFFICE OF HEALTH RESEARCH, STATISTICS, AND 
TECHNOLOGY, OFFICE OF THE ASSISTANT SECRETARY FOR 
HEALTH, DEPARTMENT OF HEALTH AND HUMAN SERVICES 

Dr. Weissert. Thank you, Mr. Chairman. 

You are correct that I appear as a researcher here, and not as a 
policy spokesman for the Department. 

Thank you for .inviting me. I appreciate the opportunity to tell 
you abdut the findings from a study that we recently completed on 
the costs and effects of adult da^ care. 

The study was conducted by the National Center for Health 
Services Research, which is part of HHS, in response to a congres- 
sional mandate contained in section 222 of Public Law 92-603, 
which were the 1972 amendments to the Social Security Act. The 
purpose of this study was to determine whether or not day care 
services would improve patient outcomes or would reduce costs. It 
began in 1974 and ended in 1977, and the data were analyzed in 
1978 and in 1979. * , 

Services were provided by four day care programs, which were 
reimbursed through medicare waivers granted under the special 
authority of section 222. The programs operated in Syracuse and 
White Plains 

Mr. Bonker. May I interrupt just for one momentrDr. Weissert? 

You said that the services were reimbursed through medicare? 

Dr. Weissert. That is correct 

Mr. Bonker. Is this money that would have otherwise gone to 
medicare patients, or is this an administrative category from which 
this money was drawn? 

Dr. Weissert. The dollars came from the trust fund. They were 
health care dollars. The section 222 authority allows the Secretary 
to expand services beyond what is now covered by legislation and 
regulation, and that was the case in this study. 

Mr. Bonker. So instead of the money going directly to medicare 
recipients, or patients, or to providers, it went to support the 
Center and its services? , s. ■ • 

Dr. Weissert. That is correct. 

Mr. Bonker. OK. 

Dr. Weissert. The patients served were medicare eligibles. 

As I said, the programs were operated in Syracuse and White 
Plains, N.Y.; Lexington, Ky.; and San Francisco, Calif. 

The programs studied were what has been called the health- 
oriented type of day care, rather than £he social type of day care 
which has become much more prevalent in the United States. 
"Health oriented" meant that patients received nursing supervi- 
sion, meals, transportation, social work services, and health serv- 
ices such as physical therapy, occupational therapy, or speech ther- 
apy and other related services as they needed them. 

Six hundred forty-four patients participated in the day care^ 
study. They were all medicare eligible. Their average age . was " 
about 74, and about half of the patients were 75 years old or older. 
The majority was female. Eighty percent were white. Three-fourths 
lived with family or others. More than half were severely depend- 
ent in the activities of daily living.. ^Almost a third were only 4 
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minimally dependent. Three-fourths came from the community 
rather than from a hospital,, which means; that one-fourth came 
from a hospital, and circulatory, disorders and injuries due to frac- 
tures were the most prevalent diagnosed conditions suffered by the 
patients. 

Patients were referred to the study; that is, to the day care 
programs and the research, by their physicians, by hospitals, com- 
munity service agencies, by welfare departments, and by the fami- 
lies of patients. Of course, only those who wanted day care were 
studied, since it would not be possible or worthwhile to provide day 
care to patients who did not want it. 

All patients were assessed by day care staff teams which includ- 
ed physiciahs, nurses, social workers, and sometimes one or more 
therapists. If the team felt the patient might benefit from day care, 
the patient either was enrolled in day care, or, was assigned to a 
control group which did hot get day care, but was used for compari- 
son purposes with the patients* who did get it. Each quarter, the 
two groups' health and social status, mortality 1 and use of health 
^services, was compared. 

\ Results showed that day care patients did no better than control . 
group patients on most measures, including physical functioning 
mental functioning, contentment, activity level, or hospitalization! 
Those in the day care group did have a lower rate of nursing home 
use and lower death rates, but when more sophisticated statistical 
techniques were used, it became evident that these benefits were 
almost totally due to small initial differences in diagnosis, age, sex, 
living arrangements, race, and dependency level between the day 
care and control groups rather than ai>y benefit of day care. 

Cost findings were no more encouraging. For the day care group 
medicare reimbursements were almost three-fourths more than the ~ 
control group. 

, other findings are im Portant. First, each day care program 
had a difficult time getting enough patients. Intake periods had to 
be extended several times. I would add on that point that in an 
earlier study of ten day care programs, none of them had a waiting 
list, and each program had a quite small population. 

Second, in this study, the rate of nursing home use was extreme- 
ly low. Only Iqss than one-fifth of all patients entered a skilled 
nursing facility. This indicates that most patients who used day 
dare in this study were using it as an add-on to existing services 
rather than as a substitute for nursing home care. 

One important limitation on the applicability of these findings to 
the whole day care question you are considering should be noted. 
As I indicated, this was a study of the health: oriented type of day 
care, not social day care. Health oriented day care is more expen- 
sive and usually serves sicker and more dependent patients than/v 
social programs. * \ 

In the study. I mentioned which I did in 1974 and 1975, I found 
that social day care programs were considerably less expensive 
than the health-oriented day care programs studied. here. I conclud- 
ed then, in a sense as an advocate of day care, that day care might 
be cheaper than nursing.. home care, but the critical questiortwas 
would it serve the right patients. In other words, unless da£ care 
can be shown to reduce use of other expensive services, At will 
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always be more expensive regardless of what it costs. We found in 
this study that most patients used it not as a substitute for existing 
services, but as an addon, and so it cost ^more. Nor were these 
extra costs offset by beneficial effects on patients. 

In summary, we used a sophisticated research methodology. In 
most cases we used experienced day care providers. These were 
providers who had won competitive bids to provide day care in this 
experiment and at the time represented the state of the 1 art in day 
care, and we assessed a large number of potential benefits of day 
care, but we found no significant benefits, while we did find high 
costs. 

Of course, this is one studv. As a responsible researcher, I would 
urge the committee to seek additional research before drawing 
conclusions. 

Finally, this study has been published by the National Center for 
Health Services Research, and is about to be published by some of 
the leading scientific journals. In that context, since there is some 
tendency to be very critical of findings that are, in this sense, 
counterintuitive, and also very disappointing, I think understand- 
ably there has been a considerable amount of criticism - of the 
study. j ... 

It is worth noting that a very distinguished research panel ad- 
vised in this research, and reviewed the research methods and the 
analysis. The panel included Dr. Sidney Katz as chairman. Dr. 
Katz is the inventor of the principal scale for measuring functional 
disability in the elderly, and has been the leading researcher in the 
field; Dr. Robert Boriich, from Northwestern University, a nation- 
ally recognized research 'methodologist; Dr. David Rabin at George- 
town University, a research physician, and recognized specialist in 
research on the problems of aging in complicated social experi- 
ments; and other distinguished researchers. Copies of these reports 
are available from my office. 

Thank you. 

Mr. Bonker. Thank you, Dr. Weissert. I can see why your study 
is controversial. You say that this is not a substitute for existing 
services. Therefore, it costs more, while not necessarily providing 
the benefits. This ought to be a challenge for some refutation by 
our next two witnesses who are very experienced in this area and 
have done, I think, commendable work. It is timely now that we 
hear from Anne Klapfish, who 4s director of Adult Day Healthy 
Services, Massachusetts Department of Public Welfare. We appreci- 
ate very much your coming down to testify this morning. 

STATEMENT OF ANNE KLAPFISH, DIRECTOR, ADULT DAY 
HEALTH SERVICES, MASSACHUSETTS v DEPARTMENT OF 
PUBLIC WELFARE ' 

Ms. Klapfish. I am very pleased to be here, as well. 

Ironically, as I implore you today for recognition ^f adult day 
care as a viable and integral component of the loi^g-term care 
continuum, 6 years ago it was the Federal Government through the 
Department of Health, Education and Welfare, that irpplored Mas- 
sachusetts and other States, to recognize the need for the establish- 
ment of alternatives to long-term institutional care. Adult day care 
x was recommended as one such alternative. 
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Due to Federal prompting and great interest on the part of State 
policymakers and practitioners, the Massachusetts' Medicaid pro- 
gram in 1975-76 awarded six contracts to nursing homes, hospitals, 
and community providers to operate adult day care programs in a 
1 year pilot study. 1 

Although Federal guidelines and various experts in the field 
suggested that adult day care was divided into three distinct 
models of care: a therapeutic/rehab model; a health maintenance 
model; and a social model, Massachusetts opted for a different 
route. From a demographic, client need and cost efficiency stand- 
point, it was felt that a merging of these models would be more 
appropriate. 

In 1977 the six pilot programs were evaluated. This evaluation 
demonstrated that adult day care was indeed a deterrent to institu- 
tional placement, that it was cost efficient, that there was a high 
degree of client and family satisfaction with the program, in short, 
that it was a workable and necessary service option in Massachu- 
setts. 

The evaluation study resulted in a commitment by the State to 
expand adultday care services. This commitment went beyond a 
dollar commitment from the medicaid program. An Interstate 
Agency Committee was formed to input into major policy decisions, 
and to, along with Health Systems Agencies and area agencies on 
aging, review incoming adult day care proposals. In addition, area 
agencies on aging and several local communities contributed the 
necessary seed money for day care development. 
^ The net- result of all of this is that today in Massachusetts we 
have 45 approved adult day care programs, and expect by fall to 
have over 50 programs. f~ 

The major components of the/ Massachusetts Adult Day Health 
program are: health restoratioft, {monitoring and supervision, social 
service counseling to clients and baretakers, therapeutic recreation, 
social, interaction, personal care Services, nutrition, and transporta- 
tion services. ' 

The staff of each program, in a ratio of one staff person per 
every six clients daily/ is comprised of full time health profession- 
als, social service professionals, a therapeutic recreation director, 
aides, and physical occupational and speech therapy consultants. 
Programs are reviewed quarterly for regulation compliance and 
quality assurance. 

In Massachusetts we are currently serving over 1,800 people 
ranging— and I think this is important— from age 24 to 99. It is 
significant that at the point of admission to the program, all clients 
jjire deemed by nursing review staff to be both eligible for, and in 
risk of intermediate or skilled nursing home placement. 

It is also significant that the per diem rate for adult day care 
services is currently $16 per person. In* addition to the per diem 
rate, the Massachusetts Medicaid program pays for transportation 
and direct therapy costs.. The total average cost for adult day care 
services in Massachusetts— and I will remind you^ that it is a 
health oriented, very strongly health-oriented program— is $23 to 
$24 per person per day. j 

Mr. Bonker. May I interrupt to ask how that reimbursement fee 
would compare with your current nursing home Medicare fee? 
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Mb. Klapfish. The average for multi-level nursing home facilities 
in Massachusetts is approximately $33 per day now, so it is consid- 
erably less. 

Mr. Bonkbr. Ten dollars a day, but it does not provide overnight, 
around the clock nursing services, or food? 

Ms. Klapfish. It provides a hot meal daily, plus two snacks. 

Mr. Bonker. Is that part of the title VII nutrition program, or is 
that ari extra? 

Ms. Klapfish. Neither it is part of the title XIX dollar that is 
being used to reimburse for the day care program. 
Mr. Bonker. OK. 

Ms. Klapfish. It is important, I think, >.n that question to note 
also that usage of day care in Massachusetts on average is 2.7 days 
per week per person* Given that the per diem rate of day care is 
approximately $10 less than multiple facilities, and given that 
people in nursing homes arejhere 7 days a week, you begin" to see 
a considerable cost differenceT^ 

Mr. Bonker - Does that also include transportation costs to and 
from the facility? 

Ms. Klapfish. Yes. The. $23 to $24 a day includes' the average 
cost for transportation, the average cost of direct therapy services 
that are needed by the person in the day care program, and the 
entire range of day care services that I had listed before. 

Mr. Bonker. One final question on this segment. If there were no 
adult care facility, would that person go to a nursing home, or 
would they be in their regular home? 

Ms. Klapfish. I think that the question of add-on versus substi- 
tute service is a difficult one. My best estimate is that at least half 
of our 1,800 people that are now in day care would, in fact, have 
gone into a nursing home given the family situations that they 
were in, given their disabilities, et cetera. All people/ even though 
they are eligible for nursing home placement, are not going to go 
in. Circumstances may keep, them out. They may just refuse.jHow-. 
ever, they were all considered eligible. They all would have^been 
accepted into nursing homes, given that there were a bed available 
for them, and I think in that sense you can say that it is a 
substitute in many ways, rather than an add-oli service. 

Mr. Bonker. Yes, but that would also have to be noted in any 
cost comparison. 

Ms. Klapfish. Yes, that is true. 

This brings, us into the Weissert repotf. It is" obvious that the 
findings in Massachusetts differ greatly from the glaring conclu- 
sions drawn in Dr. Weissert's report, those conclusions most nota- 
bly being that the average cost of a health oriented day care 
program is $52 per day, and that adult day care is not a substitute 
for nursing home placement. 

These conclusions, although certainly devastating to "adult day 
care through their visibility, are not, however, I do not think, the 
major sin of the Weissert report. The sin is really— does that bell 
mean I have to stop? 

Mr. Bonker. You may proceed. That is intimidating only to those 
of us who have to vote, and we can go for about 10 minutes. 

Ms. Klapfish. Does that mean I will lose my audience? 
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Ttye sin, of the Weissert report, I believe, is the thrust of what 
seems to be only mcgor study in adult day care to be undertaken by 
the Federal Government. First, the report compares the impact of 
day care on the cost and usage of skilled nursing home care from a 
medicare focal point Experience in Massachusetts indicates that 
day care clients, percentagewise, are most likely to enter or be at 
risk of intermediate nursing home care. Intermediate carfe facilities 
are largely paid for with the medicaid dollar, not the medicare 
dollar. To look at the potential cost savings of adult day care in 
comparison with institutional care from the focal point of the 
Federal health care dollar, one must examine medicaid costs in 
relation to day care before conclusions can be drawn. 

Second, the selection of programs studied in the Weissert report 
ensured that the average cost figures for health oriented day care 
would be higher than representative in other health oriented pro- 
grams nationwide. These programs were gilded— some of these pro- 
grams, I should add— were gilded with a range of professional 
services and staff that is not representative of most of the health 
oriented'day care programs in this country,- and therefore result in 
inevitably higher costs. Also, there was no evidence in terms of the 
add-on versus substitute issue raised in the report. There was no 
- evidence the clients in either the experimental or controlled group 
of Dr. Weissert's report, and perhaps he can refute this, were 
assessed to actually be at risk of institutional placement upon 
entering the program or the study. 

It is ir 'brtunate that the thruslT of cost savings and substitute 
service issues cloud some of the more positive aspects which Dr. 
Weissert just said were not so positive, but when I read the report 
that I found. For example the report states, and I quote, that 
"higher proportions of day care experimental than control group 
patients improved or maintained in levels of contentment, mental 
function and social^activity." In addition, the report suggests that 
those in day care experimental groups were kept alive longer 
through the program. 

It is rather sad for me to think that not only the quality of life, 
but the length of a life also becomes a secondary issue to the 
dollar. Medicare decided not so long ago that' prolonging life was 
worth $600 to $700 per day for renal dialysis patient^ Now, we are 
sitting here arguing today that $52, which I do not believe is even a 
correct figure for the norm in this country, is too much to prolong 
the life for adult day care clients. - 

In conclusion, I would like to take this opportunity to offer one 
recommendation to- the committee for consideration. I made one 
recommendation so that would sound short, but it really has sever- 
al parts. I recommend the establishment of a Federal office on 
adult day care whose function would be to establish policy stand- 
ards that would insure a basic nationwide uniformity and under- 
standing of adult day care, yet be flexible enough in these stand- 
ards to allow for .demographic and client need differences; to ex- 
plore ways of integrating or channelling the multiple funding 
sources now being used for adult day care, thereby easing for 
practitioners and clients a major barrier in the development, con- 
tinuation, and use of adult day care; to insure — and this is very 
important— equitable finding for the broad range of persons appro- 
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, priate for day care service to make day care not just a program for 
the very rich prid/or the very poor; to act a£j a coordinator of, and a 
clearinghouse for the wide range of existing material in the adult 
day care field; to provide leadership and technical assistance in the 
further development of adult day care. 

. I close with the reminder that day care is an essential and cost 
efficient program. It deserves your utmost attention, and I hope 
after carefully weighing the testimony that you hear today you will, 
initiate action to insure that adult day care becomes both an 
accepted, and an expected integral component of the long term 
care continuum. 
Mr. Bonker. Thank you, Ms. Klapfish. 

T think that it would be advisable for us to go to a short recess in 
order to vote on what may be two issues, and then we will recon- 
vene and pick up with Mr. Reed, and then open for questions. So 
we will go into recess for no mojre than fifteen minutes. 

[A short recess was taken.] 

Mr. Bonker. The subcommittee will come to order, and the 
witnesses please come before the witness table. 

The subcommittee has heard from Dr. Weissert, and Ms. Klap- 
fish, and now we will proceed with our third witness, Charles E. 
Reed, who is director of the Washington State Bureau of Aging, 
and I might mention with some local pride that he is one of the 
finest directors of aging in the country, and has demonstrated his 
ability in that capacity in the State of Washington, so it is really a 
pleasure to greet you, Charlie, and I am looking forward to your 
testimony. 

STATEMENT OF CHARLES E. REED, DIRECTOR, WASHINGTON 
STATE DEPARTMENT OF SOCIAL AND HEALTH SERVICES, 
BUREAU OF AGING, OLYMPIA, WASH. 

Mr. Reed. Thank you Congressman Bonker. I am very pleased to 
be here today and have the opportunity to talk before you and the 
other committee . members. 

As you know, Congressman Bonker, the State of Washington has 
worTyjcl, long and hard to develop alternatives for older persons in 
the continuum of care. We have a day care program in our State 
that we feel is a very significant alternative. We have been encour- 
aged to develop this program, the very sophisticated, powerful 
senior constituency in our State that you are well aware of. 

In Washington State we call day care day health. There are ten 
day. health centers that are funded through the State Bureau of 
Aging, and an additional six day health programs funded through 
fees and donations. 

Mr. Bonker. May I ask, the ten day care centers, are they apart 
from the regular senior centers that we know of? 

Mr. Reed. They are apart from the senior centers in our State, 
That is right. ,. 

Mr. Bonker. Dq they provide any other services, other than 
those relating to health care services? | 

Mr. Reed. Well, most of them are, freestanding. There are a few 
that are in mental health centers in our. State, but most are 
freestanding programs that serve for tlhe purpose of primarily day 
care. 
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Mr. Bonkek. Is this in the health, or in the social category? 

Mr, Rked. Well, it is a combination of the two, and when I get 
through my testimony here you will see that it is the health model . 
that Dr. Weissert talks about, there are definitely social services 
offered there, as well. 

Mr. Bonkek. Thank you. 

Mr. Reed. The centers in our State do operate five days a week. 
The average attendance at each center is somewhere between 20 
and 30 persons. The stated purpose of the program is to prevent, or 
delay entrance into 24-hour care, or reduce the length of stay in 24- 
hour .care. The primary target population are those older persons 
who are mentally, physically, socially, or emotionally impaired and 
need day health services to maintain or improve their level of 
functioning so they can remain in, or return to their own homes. A 
secondary target population is persons who cannot be left unsuper- 
vised, are living with relatives, or friends who provide the supervi- 
sion they need to remain in the community, but need some relief 
from 24-hour care. Persons living in congregate care, or nursing 
homes, can receive day health services for a limited period of time 
when it is reasonable to expect that these services will enable them 
to move to a lower level of care. The required services that are 
provided in the day health centers in our State include intake 
assessment with treatment planning and quarterly evaluations, 
health monitoring, rehabilitative nursing, occupational therapy, 
social services, activity therapy, personal care, a noon meal, and 
transportation. Day center staff arrange for participants to receive 
physical therapy, and speech and hearing therapy outside the 
center when these therapies are ordered by the physician. 
The day health standards 

Mr. Bonker. I am sorry to interrupt. Let me ask you about that. 
You say that those services can be provided outside the center if 
recommended by the physician? 

Mr. Reed. That is correct. 

Mr. Bonker. If it were a problem, would not the physician just 
recommend other services, without having to go through the 
center? 

Mr. Reed. Well, they could. As part of the treatment plan 
though, at. the center/ the person may receive physical therapy, 
and the day health centers do not have physical therapists on staff, 
so they arrange for the older person to go to a physical therapist, ■ 
and that, is paid for through the day health program. —\ 

The day health standards require that centers maintain a staff- 
ing pattern which includes at least a director, a registered nurse, 
an occupational therapist, social service specialist, activity coordi- 
nator, and aides as necessary to have a sufficient staff/ patient 
ratio. 

Most of the day health patients have multiple impairments. In 
our State we administer to each patient the OARS, the Multidi- 
mensional Functional Assessment Questionnaire developed by 
Duke University to determine the level of care needed. 

The physical handicaps most common to the day health partici- 
pants are stroke, arteriosclerosis, hearf disease, hypertension, dia- 
betes, arthritis, and severe Vision problems. The most common 



2(5 



mental handicaps are schizophrenia, paranoia, depression, senile 
dementia, Alzheimer's Disease and anxiety. 

The mean age of clients enrolled is 74, and just about 60 percent 
of the clients are considered to have incomes below 40 percent of 
the State median inctome. 

The cost for day health care in our State is $21.91 per day, 
excluding their transportation. With transportation, which is about 
$4 a day, it rounds it out to approximately $26 per day. We are in 
the process of collecting more specific cost information in an effort 
to get increased title XIX funding, which is now only $21.60 a day 
in our State. We will forward this cost information to this Comlmit- 
tee when we get that, which will be in the next month or so* 

Mr. Bonker. What is the per day reimbursement rate for nurs- 
ing home care under medicare, Mr. Reied? 

Mr. Reed. It is $33 a day in the State of Washington. 

Mr. Bonker. So the cost ratio is about the same as that which 
was referred to by Ms. Klapfish. 

Mr. Reed. That is correct 

We have three major sources .of funding for day health care in 
the State of Washington. The first, and major source is the State 
Senior Citizens Services Act, which is unique to the State of Wash- 
ington, which provides almost half the funding for the day health 
programs. We also have title XX funds, and title XIX funds. Lack 
of funding and rigidity of the medicaid regulations are the most 
significant barrier to further development of adult day health in 
our State. We get the same amount of title XX funding we received 
3 years ago, as Washington State is always at the title XX lid. Due 
to inflation, fewer title, XX clients can be served each year. We are 
unable to divert more State funds to day health for the same basic 
reason. Funding has not kept pace with inflation, and we have all 
we can do to fund the same number of clients each year. The State 
money will not stretch to serve additional clients. Our ability to 
use medicaid is limited because the State medicaid agency requires 
us to use State money appropriated or. for aging services to cover 
the State match. For all other medicaid programs in the State of 
Washington, the State match is supplied through the medicaid 
budget, and we^are currently negotiating with the title XIX people 
in our State to change that situation. 

Mr. Bonker. Recently the State of Washington enacted legisla- 
tion which expanded senior citizen programs, and added consider- 
ably to the funding of those programs. Are there any State funds 
from this source that you use? 

Mr. Reed. Yes. That is the State Senior Citizens Service Act, and 
about half the funds for the day health program comes from that 
source, that State source, but that source, while it seems like a lot, 
and it is a lot, is still limited and is used for a number of different 
services in the continuum of care: We have not received a megor 
increase in the last 2 years. We are operating at current level. 

Mr. Bonker. Washigton State's commitment is unique in that 
sense. Not many States have made a similar financial commitment 
to senior citizen programs. If the. State funding were wiped out, or 
if there are other States that do not have a source of funding, 
would it be possible to continue that same level of service? 
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Mr. Rekd, It would not in &ix State, It would do away with half 
the program at the very least, but it would do away probably with 
three-fourths of it because the State appropriated aging dollars are 
used to match the title XIX dollars, so we would do away with all 
the Stete funding, and also the title XIX funding at this point in 
time if the State dollars were not there. 

In addition, it is very time-consuming for day centers in our 
State to meet the medicaid regulations in regard to physician 
orders for services. Day health was originally classified as a clinic 
service in our State, and the client's physician had to order the 
service before the client could be enrolled. This was approved by 
the central staff here in Washington, D.C. After that approval was 
given a change was macje, and it was decided that a physician had 
to be on site, had to be employed by the day health program to be 
considered a clinic service. This requirement would substantially 
add to the cost of day health in our State, and we also thought it 
would be very inappropriate. Our goal is to strengthen the relation- 
ship between the client and his or her physician, not to weaken the 
relationship by having the client deal with another physician while 
at the day center, 

To resolve this situation, we have changed the classification for 
medicaid purposes of the day health centers from clinic to rehabili- 
tative service. Medicare regulations do not require that a physician 
be onsite for rehabilitative services, but now the client's physician 
has to reorder the service every 3 months. Physicians find this 
somewhat ridiculous, considering that the client's mean age is 74 
yeara, and it is unlikely that clients in this age group will be 
rehabilitated in 3 months. Day center staff spend a large amount of 
time calling physicians to remind them to send back a signed order 
so a client will not have to be terminated. For some reasoh, medic- 
aid requirements for day health in our State require much more . 
physician involvement than do medicaid requirements for home 
health services and nursing home care. 

.u 1 ? TS^^ 011 !? like M 8a y that in the State of Washington, 
that the State Council on Agmg, which has had a great influence 
on the development of day health, and most all of the area agen- 
cies have documented the need for such a service, all of our day 
centers are serving as many people as they have funding to serve, 
and most also have private paying clients. The day centers are 
unable to accept any new enrol lees unless they have a termination, 
since all possible funding sources have been exhausted. It is clear 
that day health must have a stable source of funding if it is to 
grow to where it can serve all of the at-risk people it should be 
serving. In fact, the program may not even survive if the funding 
situation does not improve. It is essential that day health be cov- 
ered under medicare and medicaid, and that both medicare and 
medicaid regulations have sufficient flexibility to make it practical 
to use these funding sources for people still living in the commu- 
nity. 

The experience in Washington State is .that the health oriented " 
day care described by Dr. Weissert does exist. It costs around $26 a 
day, and is a very significant part of the continuum of care for 
older persons. It is an alternative to premature and inappropriate 
institutionalization. w y 
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[The prepared statement of Mr. Reed follows: | 

Phkpahkd Statkmknt ok Ciiaiu.kh K, Kkkd. DiHKirroH, Wahhinoton Statk Dki'AKt* 
mknt ok Social and IIkalth Skkvickh, Huiikau ok Auino.'Oi.ympia, Wash, 

Adult day care, often referred to as geriatric day euro, was first developed in 
Europe in the HMO's and is now an established part of the BritiHh and European 
health euro systems, The first similar program in the United States begun in IIM7 
under the auspices of the Menningor Clinic and, while there has been significant 
growth in the number of adult day caro programs in this country, the concept has 
not yet become a fully integrated component of the continuum of core. However, 
■ legislators and the public aMarge are becoming more and more committed to pre- 
venting inappropriate institutionalization; and adult day care is a key program in 
the effort to maintain people in their own homes as long as possible. 
- Sinco day care for adults is a relatively new phenomenon, no one program model 
has been commonly accepted as the ideal. Just the fact that there is little agree- 
ment on what to call the program gives some indication of the differences in 
philosophy about who the target population should be and what services should be 
provided. Geriatric dafy care, therapeutic day care, day hospital care, day treatment 
and day health are some of the terms that have been used to describe a day 
program for adults that is designed to prevent, delay, or reduce the length of stay in 
a nursing home or institution. There has been an attempt on the part of various 
people to define each of these terms according to the type of individuals served and 
whether health services or social services are given primary emphasis. These efforts 
have been tremendously helpful in conceptualizing the core services of a day pro- 
gram and most programs, no matter what they are called, do provide socialization, 
assistance with activities of daily living, a noon meal, transportation and some 
degree of health and social services. Each state that develops a day care program 1 
must decide what, if any, additional services will be offered, how the program will 
be structured, the level of training that will be required of staff, the relative priority 
of health services and social services, and whether the program will be oriented 
toward rehabilitation or maintenance or both. Washington State has made these 
decisions and has formulated program standards a day center must meet in order to 
obtain state funding. A copy of these standards is attached. 

Washington State opted to call its program "day health" and now has a total of 
ten day health centers which receive state funding and about six private centers 
funded through fees and donations. Since we do not have a licensing law for day 
health, we do not have much information on the private centers. Demographic and 
program data for the ten state-funded centers is attached. 

Our day health centers serve participants for five hours n day, usually 10 a.m. to 
5 p.m. Five centers have an average daily attendance of 15-19, three centers have 
an average daily attendance of 20-29 and two centers have an average daily attend- 
ance of IjO-31). The stated purpose of the program is to prevent or delay entrance 
into 24-hour care or reduce the length of stay in 24-hour care. The primary target 
population is persons who are mentally, physically, socially and/or emotionally 
impaired and need day health services to maintain or improve their, level of func- 
tioning so they can remain in, or return to, their own homes. A secondary target 
population is persons who cannot be left unsupervised and are living with relatives 
or friends who provide the supervision they need to remain in the community but 
need some relief from 24-hour care. Persons living in congregate care or a nursing 
home can recieve day health services for a limited period when it is reasonable to 
expect that these services will enable them to move to a lower level of care. 

Required services that are provided at the day center to all participants as needed 
are: Intake assesssment, treatment planning and quarterly evaluations; health mor^jv 
itoringr rehabilitative nursing; occupational therapy; social services; activity ther- 
apy; personal care;/noon meal; and transportation. 

Day center staff arrange for participants to recieve physical therapy and speech 
and hearing therapy outside of the center when these . therapies are ordered by a 
physician. 

The day health standards require that centers maintain a staffing pattern which 
includes at least a director, registered nurse, occupational therapist, social service 
specialist, activity coordinator and aides as. necessary to have a sufficient staff/ 
participant ratio. 

Most day health participants have multiple impairments. The Multidimensional 
Funtional Assessment Questionnaire (OARS), developed by the Duke University 
Center for the Study of Aging and Human Development and modified by the 
Bureau of Aging, is administered to each participant within five days after intake. 
The purpose of the OARS questionnaire is to assess the participant's level of 
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functioning in live mijor areas' social resources, economic resources, mental health, 
physical health mid ability to perform activities of dnily living A score of 1-J1 in n 
given urea menns the participant In not impaired in that area or in only mildly 
impaired, A NcoroW «M* in a given area means tho participant in moderately, 
severly or totally impaired in (hat area, 

Based on 11)71) calendar year data, below {h the percent of participants who 
received a Hcore of •!-(> in each of the functioning levels measured by tho OARS, The 
(M'rcentH do not add up to 100 percent an niont all participant are impaired in two 
or more functional areas. 

Social resources , ,|() 

Economic resources „,„ ; 20 

Meatal health ! ,,, , ,\ \ t , 54 

I *hy s i ca I hea 1th.,...; \ 51 j 

ActivitieH of daily living , , ; m ,^ 5*1 

The physical handicapH most common to day health participants are stroke, 
arteriosclerosis, heart disease, hypertension, diabetes, arthritis and severe vision 
problems,. The most common mental handicaps are schizophrenia, paranoia, depres- 
sion, senile dementia, Alzheimer's Disease and anxiety. 

The attached data gives detailed information about the charactristics of c|ay 
health clients, but it is particularly interesting to note the following: Mean age of 
client* at enrollment is 7<l years; (>7 percent of clients are age 70 or over; 50 percent 
of clients are under 40 percent of state median income; 35 percent of clients live 
alone. 

We do not have complete information on the cost per day of day health services as 
the Bureau of Aging does not directly administer tne day health program, Rather, 
we allocate the Title XX funds designated for day health and state Senior Citizens 
Service Act (SCSA) funds to Area Agencies on Aging and they in turn contract with 
the day health centers, Area Agencies are responsible for reviewing center budgets 
and cost reports and establishing the daily rate, which varies from center to centor, 
The statewide average amount paid by Area Agencies for a day of day health 
services is $21,01, excluding transportation, This amount does not necessarily repre- 
sent the total cost of providing a day of service, but it is very close as most day 
centers include all program costs in their budgets, We estimate it costs another 
$'1.00 a day to transport a client to and from the day center, which brings "the total 
cost to about $y(>!00.n day. We are in the process of collecting more specific cost 
information in an effort to get an increase in the Title XIX rate, which is now 
$2i.(i0 a day including transportation, We will forward this cost information to you 
when it is compiled. Title XIX pays a flat rate to all day health centers and this 
rate has not been raised to keep up with inflation, We are now in the position 
where Title XX and SCSA are subsidizing Title XIX and hope we are successful in 
raising the Title XIX rate to where it is comparble to the Title XX/SCSA rate. 

Title XX, Title XIX and the State Senior Citizens Services Act (SCSA) are the 
primary day health funding sources in Washington State, An individual day center 
can qualify for all three sources of funding; we do not have separate Title XIX 
centers and Title XX centers. We already had a well-established- day health program 
and a set of comprehensive standards when we applieo^for Title XIX funding. We 
were eager to get Title XIX funds so we could expand services, but we also decided 
we would not utilize Title XIX if required to develop separate programs for Title 
XX/SCSA clients and Medicaid clients. Our day health program provided a com- 
plete set of services and afforded each client the opportunity to use both medical 
and social services to. the degree necessary for his or her particular situation. The 
Bureau of Aging believed, and still believes, that it is administratively wasteful and 
a disservice to clients to establish one day health program for clients who are 
physically impaired, another for clients who are socially isolated or confused, and 
possibly a third for clients who are emotionally or psychiatrically disturbed. Our 
experience is that client needs cannot be so neatly divorced from one another and 
that even the needs of a particular client vary over a period of time. An individual 
with serious physical disabilities or illness will almost certainly have some social 
isolation and very possibly some degree of depression; the confused or emotionally 
disturbed client also has a need for health monitoring and nutrition services. People 
with different sets of problems can help each other improve, and we have found this 
mutual support to be one of the main benefits of having a day health program that 
serves more than one target population. We felt it was essential that we stay with 
the concept of having one day health program supported by various sources of 
funding, and we were successful in implementing this concept. 
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Tho table below represents it breakdown of day health funding for tho current 
your. Ah the table indicates, tho ututo Senior Cftlttm* Serviceii Act it) the major 
funding .'ourco, 

8enior Cittoons Servian Act (SCSA) ; $517,485 

TitioXX 102,402 

Day trcatmout , ; 8,721 

Title XIX 152,011) 

Cliont match for SCSA , 98,280 

Private pay , , , , 48,752 

Total ; 982,719 

Luck -of funding and rigidity of Medicaid regulation** are tho most significant 
bu rriors to furthor development of adult day hoalth in our state. Wo got tho samo 
amount of Title XX funding we received three years ago as Washington State 
always exceeds its Title XX lid, Due to inflation, fowor Title XX clionts can be 
served oach yoar. We are unablo to divert inoro state fundi* to day hoalth for tho 
samo basic reason; funding has not kept pace with inflation and wo have all wo can 
do to fund* tho same number of clionts each year. The state money will not stretch 
to servo additional clionts. Our ability to use Medicaid is limited because tho state 
Medicaid agency requires us to use state money appropriated for aging services to 
cover tho stato match. For all other Medicaid programs, the state match is supplied 
through tho Medicaid budgot. The Bureau of Aging is working to change this 
process. 

In addition, it is very time-consuming for day center staff to meet Medicaid 
regulations in regard to physician's orders, for the service. Day hoalth was originally 
classified as a "clinic se/*vico" and the client's physician had to order the service 
before th" client could be enrolled iri a- day center. Day center staff sent the 
physician a copy of the client's treatment plan at intake and copies of quarterly 
reviows of cliont progress. The physician was invited to add his or her input, but did 
not have to formally reorder the service once it had been initiated. This process was 
originally approved by, Medicaid staff iri Washington, D.C., but staff there later 
reversed the decision and stated that day health centers had to have an on-site 
physician to qualify as a "clinic service." This requirement would substantially add 
to the cost of adult day health and we also thought it would be inappropriate. Our 
goal is to strengthen the relationship between the client and his or her own 
physician, nv. to weaken the relationship by having the client deal with another 
physician while at the day center. 

The above issue was resolved by changing day health from a "clinic service" to a 
"rehabilitative service." Medicaid regulations do not require an on-site physician for 
a "rehabilitative service", but now the client's physician has to reorder the service 
every three months. Physicians find this somewhat ridiculous, considering that the 
client's mean age is 74 ye.irs arjd it is unlikely that clients in this age group will be 
"rehabilitated" in three months. Day center staff spend an inordinate amount of 
time calling physicians ^ remind them to send back a signed order so a client will 
not have to be terminated. For some reason, Medicaid requirements for day health 
require much more j?h> ?tcian involvement than to Medicaid requirements for home 
health services and nursing home care. 

In summary, we believe Washington State has a quality day health program 
which does help very impaired people avoid or delay moving into 24-hour care. Day 
health is included in the Scate's Title XX and Title XIX Plans. and in the State 
Health Plan. The State Council on Aging and most all Area Agencies on Aging haVe 
documented the need for euch a service. All of our day centers are serving as many 
people as they have fu*K>'n£ to serve and most also have a few private paying 
clients. The day center? a- j unable to accept any new enrollments unless they have 
a termination, since all possible funding sources have been exhausted. It is clear 
that day health must hive a stable source of funding if it is to grow to where it can 
serve all the at-risk people it should be serving. In fact, the program may not eyen 
survive if the funding situation does not improve. It is essential that day health be 
covered under Medicare and Medicaid and that both Medicare and Medicaid regula- 
tions have sufficient flexibility to make it practical to use these funding sources for 
people y'till living in the community. 
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WASHINGTON STATE DAY HEALTH PROGRAM STATISTICS-CALENDAR YEAR 1979 



DjIi KM Numtw Ptictnt 



Persons served: „ 
Male i 36B 37 

Female , : • M Jj 

Total .' : • ML 

Age at enrollment (mean age at enrollment is 73.5): 

Under 60s, 

60 to 64 

65 to 69 : 

70 to 74 .... 

75 to 79 ; 

80 and over * 

Income level: 

At of below 40 percent State median income 

Between 41 percent and 80 percent median Income ■, 

Over 80 percent Slate median income , 

funding source: , 

Senior Citizen Services Act (State funds) 

Title XX ■, 

Medical, excluding day treatment , 

. Day treatment : 

Private pay : 

Other (insurance, charitable donations, et cetera) , 

L|ying arrangement: 

Alone '■ ■ 

With spouse '. ; , 

With child 

With other relative 

With nonrelative 

Retirement home « .■ ■ 

Adult family ;home .". : 

Boarding home/congregate care 

Nursing home ! , 

Psychiatric hospital '. 

Other.: : 

Referral source: 



Department of Social and Health Services 

. Hospital (medical. of mental) '. 

Community Health Agency 

' Community Mental Health Agency 

Religious agency: 

Private practitioner 

Adult family home/congregate care facility/nursing home., 

Relative/friend ; 

Self ; 

v Other , 

Reason for termination: 

Graduation .' 

Moved out of area 

Too lll/dlsabted to attend 

Entered adult family home 

Entered congregate .care facility 

Entered nursing home 

Entered medical hospital 

Entered mental hospital . . 

Program, not appropriate 

Client/family choice ; 

' " Died 

Other ; 



Total terminations.., 
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MAtan2«? U,nbor ° f d " yS ° f IWfviCW prov,dwl t0 tvrmtnntod client*: Menn-101; 
M«dKn-«. nWmbftr ° f mo " thH 0f * w,rviw |)rovl,lwl t0 Ktrmlrintod cllentH.7M01u1-.lOi 

Cwttpf wtrylcwi provided during ll»7ll--*l,l<i:i,.|H0, 

Number of dny» of sprvlco provided during 107ll-r>2,IH<), 

uwt per diiy of service, excluding trnn*portntlon-$21,UI, 

Number or client* served during 107IMI1KI, 

Ccwt per cl font nerved— $1,148.07. 

Mr. Bonkku. Thank you, Mr. Rood. 

I think the committee now has the benefit of both aides of tho 
issue through Dr. Weissert and his study, and also through the 
excellent testimony of Ms. Klapfish and Mr. Reed, 

Mr. Ratchford. [ 

Mr. Ratchford. Dr. Weissert, perhaps you 'stated, but I did not 
hear, what was the dato of your study? 

Dr. Weissert. There were two studies. One was a descriptive 
study of day care centers that was done in 1974 and 1975 The 
controlled experiment began in 1974, and ended in 1977, and then 
the data wore analyzed in 1978 and 1979. 

Mr. Ratchford. And how many facilities did you studv? * s 

Dr. Weissert. Four. 

Mr. Ratchford. Do you think that this is an adequte sample to 
draw the conclusions that you have drawn as it relates to day care 
centers; 

Dr. Weissert. The conclusions I have drawn are limited to those 
four centers, and certainly it is adequate for that. 

The question I believe you are asking is, should we draw conclu- 
sions about other centers from those four, and the answer of 
course, is no. On the other hand, should you ignore these findings 
when thinking about this issue, I think the answer to that is also 

^,„u r ^5 A y C ^^f 0R ?• ] thi P k "^concern is with the position that you 
hold, that the study then takes on more significance nationally, 
and takes on a significance that would suggest that this is the 
position of the Department of Health and Human Services. 

Dr. Weissert. No, I would deny that. It certainly is not the 
position of the Department. Speaking personally, for myself, my 
impression is that the Department appropriately does not yet have 
a position on day care because we do not know the answers. 

When you suggest that because I am in HEW that this study 
takes on more prominence than it deserves, I think you must keep 
in your mind that research of this type is always very expensive, 
and is limited to a small number of sites, typically, and we did the 
best we could to make the most of our investment. That is, we used 
the most rigorous methodology known to social science; that is, the 
controlled experiment. And so while it was small, it was large, for 
example, in comparison to some drug studies, and other studies of 
medical treatments that affect life. 

Mr. Ratchford. But small in relationship to the fact that there 
are now over 600 day care programs in the United States. 
Dr. Weissert. That is true. , 

Mr. Ratchford I would be interested in your feelings as to 
standards, as to whether or not standards should be-developed for 
such facilities. Did you find standards in the four institutions that 



Dr. Wkihhkut. Well, for purposes of thin study, the puople at what 
in now the Health Care Financing Administration, designed stand- 
ards that required certain services; the standards that would relato 
to things that are typical in nursing homes, utilization review of 
facility, lire regulations, and things like that did not exist for the 
most part, for day care either in general, or in these facilities, 

And along that line I would add that in the earlier descriptive 
study of 10 centers, we found some instances where I think most 
health care professionals would have wanted to see standards im- 
posed and met. That is, facilities were not comparablo to what we 
would consider adequate facilities. So I would sav if we are going to 
have day care, yes, we should have standards. Whothor thoy should 
be National, State, or local standards. I am not preparod to say. 

Mr, Ratchkohd. Would you say that ossosSmont in monitoring is 
n key to what population day care centers should serve? 
, Dr. Wkisskkt. Yes, that is definitely true. I think if— and let me 
say once more that I am speaking ns a researcher, and not for the 
Departmeht-— if I were to make one recommendation as to where 
we go from here, it would be to say let us try to narrow the 
population that we are offering the service to so that we increase 
the potential for having a beneficial impact either, on patient out- 
comes,W on costs. 

Mr. Ratchkoud. Some States are designing their programs to 
serve just those who are in risk of institutionalization. Would you 
comment on that? 

Dr. Weissekt. I think that is an excellent idea. It is very close to 
impossible, unfortunately. We find that—well, other researchers 
have found, for example, if you take a survey of the community 
you find that for every , patient who looks like a nursing home 
patient and is in a nursing home, there are four or five more in the 
community with the same characteristics living at home, and we 
cannot explain why. 

By the same token, if you take a community study and list all 
the characteristics of patients in nursing homes, and outside nurs- 
ing homes, you find that you are able to explain very little of the 
difference between who gets into a nursing home and who does not 
get into a nursing home. 

I think that trying to limit the population to those at risk of 
institutionalization is laudable. I would go somewhat further and 
require that patients exhibit at least moderate dependency on the 
Katz ADL scale, and I would, unless there were compelling reasons 
to do otherwise, I would favor patients coming from-Jibspitaliza- 
tions, or skilled nursing facilities since we found that those tended 
to be the patients who had the greatest potential for benefiting. 

Mr. Ratchford. Well, some States have home health care, day 
care facilities, nursing home facilities in hospitals. Is this not an 
appropriate continuum of care, provided adequate standards are 
set? 

Dr. Weissert. I certainly favor a continuum of care. If I had been 
designing the entire concept I would have studied, instead of day 
care, I would have studied a broad range of services, of which day 
care would be one, so that there was no chance that I was putting 
a patient irito day care as inappropriately as he might otherwise go 
into a different service. 
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But to address apecillcallv the issue of day caro, do I favor 
having it in the continuum, I havo to say that It is expensive Our 
study indicated that with qualified providors and patients who 
Bhowed a potential to bonoflt, it had no significant effects. I have to 
ask the question, what olse are wo giving up when we buy day 
caro? Are we giving up, for oxamplo, tax credit«i or deductions that 
might encourage the family to do moro? Are we giving up congre- 
gate housing, for example, which wo havo very little experience 
with but seems to be a promising alternative 

Mr. Ratchford. But are not thoso decisions that olected officials 
have to make? 

Dr. Weissert. They certainly are tho burden of elected officials 
to make those difficult decisions. What I hope our research can do 
is—Chester Barnhardt, who studied the functions of the executive 
used to say, "The principal function of tho executive is to mako a 
decision when he does not have any basis on which to make it." We 
try to contribute to that basis of decision with research. 

Mr. Ratchford. We have heard the director from Massachusetts, 
and the director from Washington cite figures that were substan- 
tially lower than your survey. Would you comment on that? 

Dr. Weisskrt. There are, I think, two comments. One is that we 
studied four programs, and the range of cost was considerable. 

Mr. Ratchford. Were they all in the same State? 

Dr. Weissert. No. Two were in New York. One was in California, 
and another was in Lexington, Ky. 

We found a considerable range of costs. The cheapest one was in 
Lexington, and was less than $19 a day. There are a couple of 
things we found. One is that how much a program costs per day is 
in part a function of how often the patient uses it; so that there 
was an inverse relationship between daily cost and utilization. The 
cheapest program had among the highest utilization rates, and the 
most expensive program had the lowest utilization rates. That 
reduces the cost difference when you look at them annually. 

The other point that I think is important is one that Mrs. Klap- 
fish made. She said, I think, that a desirable kind of comparison Is 
one between the fcost of day care on a per day basis, and tne cost of 
nursing home care per day. I did that in an article I published in 
1978, and concluded that, gee, it looks cheaper. But the big ques- 
tion that remains is are we talking about the same population; and 
,che answer we found is no, it is not the same population. Only 
about a fifth of those who participated in the day care program 
were people who went to nursing homes. The comparison between 
the cost of nursing home care and day care is really quite irrele- 
vant unless you can prove that you are dealing with the same 
patients. 

Mr. Ratchford. Well, are you then rejecting the possibility that 
the day care facility kept people out of nursing homes? 

Dr. Weissert. It did not do that in this study at a statistically 
significant level. That is, when we looked at all of the characteris- 
tics that made the control group different than the experimental 
group in their use of nursing homes, day care was not a significant 
factor. 

Mr. Ratchford. What elements entered into your determination 
that it was not a significant factor? 



Dr. Wkihskrt. yto\U wo had a very comprehensive patient assess- 
ment that took up to 1 hour and 45 minute, and we round that 
whon you put alllof thoao characteristics into a formula to analyze 
the effect of various factor* on institutionalization, day care ranked 
among the lowest contributing to ontry. 

Mr. Ratchpokd, Woll, I have no farther questions. 

Mr. Bonkkk, Thank you, Mr. Ratchford. 

This issue poses something of a dilemma for me, as I mentioned 
earlier, because bf the excellent testimony that has come from Ms. 
Klopfiah, and Mr. Reed, and Washington State's successful experi- 
ence with this program on the one hand, and Dr. Weissert's excel- 
lent study, which hnk posed some provocative questions on the 
other f and I think it inappropriate for this committee to sort out 
thesq things and reach a concensus on whether or not the Federal 
Government should become more heavily involved in those pro- 
grams. I think just to keepVthe perspective we should point out that 
presently the Federal Government has not acted directly on adult 
care centers. It has not been\the subject of any particular program, 
and the funding corned from an assortment of Federal sources, 
State, and local, and private\as well, to support the 600 or so 
programs that are in existence today. And if Iget any messge from 
your testimony, Mr. Reed, it is that the Federal Government 
should become more involved, at leant in funding of adult day care 
centers. 

You say in your testimony that your concern is the rigidity and 
the limitations of medicaid, regulation and funding, and that it is 
clear that day health must have a stable source of funding if it is 
to grow to where it can serve all at-risk people. Further, you say 
that it is essential that day health be covered under medicare and 
medicaid, and that both medicare and medicaid regulations have 
sufficient flexibility to meet this need. 

Now, what concerns me is that we are making it possible for 
adult care centers to compete with other programs for the scarce 
Federal dollar. We have to look at the cost-benefit analysis to see if 
money that is siphoned off of medicare, or medicaid, and has gone 
into adult care centers is goin& to be more cost beneficial to the 
patient. I really get troubled when I see us starting to tap medicare 
because, as you know, Mr. Reed, I have long been concerned about 
health care for senior citizens, and increasingly I find that the 
Government is not allowing the full financial benefits that are 
inherent in the medicare program. Many senior citizens who have 
in-patient care, or even just go in for physician services under part 
B, find that because of the assignment fees, and other things, that 
they have to end up paying $10 or $15 on that doctor's bill. I would 
hate to see us divert money from medicare, and even medicaid, into 
other programs that do not provide direct benefits, but a center 
and services that makes that scarce dollar even less significant for 
the intended beneficiary. 

That leads me to pose this question once again to Dr. Weissert, 
concerning the cost benefit of day care centers, nursing home care, 
and home health care services. Are we essentially duplicating these 
services, or is this an add-on, or do these health care (tenters 
complement existing programs? The one persistent criticism we 
hear is that we have too many programs that are not effectively 



doing the job. If the Federal t Government were to get directly 
" involved in' supporting adult day care centers, would that compete 
: with the existing programs, and is it going to be cost effective? 
Dr. Weissert. Of course, when I answer that"! am talking only" 
about the day care programs in this study. We have talked about 
the limitations of generalizing from this to all day care programs. 
In this study we found that, with respect to nursing home care, day 
care was not *a substitute. It did not reduce use of nursing homes. 
In that sense, it was an add-on to existing services. 

Mr. Bonker. The- purpose of the program is to provide alterna- 
tives for institutionalized care, and in your study it did not repre- 
sent any reduction in nursing home care. Therefore, it is not pro- 
.yiding an alternative. 

v Dr. Weissert. That is correct. It failed in that respect. 

There is,* however, another purpose of day care, and that is to 
provide better care than is currently available, or care that is not 
currently available to some patients, and we certainly hoped that 
some patients would receive care in day care, that they were not 
getting anywhere, else, could not get, or they would get better care. 
If that had happened, we should have seen differences between the 
day care group and the control group in outcomes. They should 
have shown better physical functioning, higher contentment, better 
social activity levels, better mental functioning abilities, lower mor- 
tality rates. None of those was true; not at a statistically signifi- 
cant level. 

Mr. Bonker. Most people who go to a nursing home under medi- v 
care are referred to the medicare as part of the health delivery 
program inherent under title XVIII, and that means they go di- 
rectly from the hospital, to a nursing home*, and then, if necessary, 
to home health care service. You say that in your study almost a 
third were minimally dependent; that three-fourths came from the 
community rather than a hospital, so only a fourth of the patients 
covered in your-study actuially were part of that process of hospital 
nursing home health care. The others just came in directly from* 
the community, or through physician referral. Is that the case? 

Dr. Weissert. •Partially the case. It is not entirely true that 
patients enter nursing homes always from hospitals. Some do. 
Some come directly from the community. 

Mr. Bonker. Under medicare, I think they all have to come from 
a hospital. ' " 

Dr. Weissert. That is right. Under medicare they must come 
from; a hospital. One would hope that, day care would prevent — 
there has been some probably legitimate criticism of that require- 
ment, and that is that if you need a nursing home the route to get 
there is to go through a hospital, and that may precipitate unneces- 
sary hospitalizations. * 

In this study we had hoped — and the reason we admitted people 
directly from the community — we had hoped that we wiiqld pre- 
vent unnecessary hospitalizations, as well as unnecessary nursing 
home institutionalizations. — • 



I. think it would be worth 'adding at this point, since- 1 did not 
cover it in mv statement, that although we were dealing with a 
medicare-eligible population, some patients were medicaid eligible, 
and. we received data on their medicaid utilization as well — that is, 
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their long-term nursing home use, and other things— from three of 
the four sites we studied. In no instance was there a signficant use 
of medicaid institutionalization either. — ^ 

Mr. Bonker. Well, let us shift for a moment over to the social 
aspect of day care centers. This question would be directed to 
either Ms. Klapfish, or Mr. Reed, and I am interested in the 
differences in services that one may find between a day care center 
envisioned under this concept, and under senior citizen centers as 
we know them today. 

Ms. Klapfish. I will respond first to that question. 

In senior centers in Massachusetts, there is normally no health 
care staff. 

Mr. Bonker. No, I am not talking about health. There are two 
different concepts under adult day care centers. One is strictly for 
: health requiring some kind of skilled nursing care; the other is for 
social purposes. 

Ms. Klapfish. I don't agree with the statement in your question. 
The way I see it, there are two models. There is a health model, 
that I would call a wholistic model, that combines health and social 
services." Then if you are going to make the distinction! of social 
I model, there is a social model that has no health services at all in 
it. 

Mr. Bonker. OK. That is the model Lam interested in for this 
question. | 

Ms. Klapfish. I think the social model is a very controversial 
issue. I think that for the client who primarily needs a structured 
environment, supervision, for example, a chronic wanderer, people 
who may have mild demeptia problems, some of the health services 
may not be necessary, at least to the degree that they are offered 
in a health oriented program. 

I personally think, and in no way is this representative of how 
most of the field might think, that senior centers can be adapted 
with an additional staff person to have a small social program 
within the context of the senior center. Fjunding would have to be 
appropriated for this additional staff person. 
Mr, Bonker. Well, senior centers have social programs now. 
Ms. Klapfish. They do not have supervised structured programs, 
avid that is the real difference. 

Mr. Bonker. But what you are looking for is a source, of revenue 
to put on another staff person on an existing senior citizen facility. 

Ms. . Klapfish. I think for a social program, it would be possible 
to build into a senior citizen program that is going now, a compo- 
nent that is more structured with money for additional staff. 

Mr. Bonker. But can you not do that merely by modifying the 
existing program for centers? I meen; why set up a whole new 
senior center for social programs when you have an existing one? 

Ms. Klapfish. That is not what I am advocating, What I am 
advocating is taking your senior center that exists now, and adding 
a new program component into that center. For example, I was the 
director of a titie VII nutrition program senior center for a number 
of years. People wandered in at 7 to" 11 o'clock in the morning, 60 
to 80 people came to that program a day. There was one staff 
person, and that was me. There was no way that if I had people 
who were chronic wanderers, who were confused people who 
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needed structured programing, that I could have done anything for 
that group of people. That is -what your senior center looks like. 
The person who needs, let us say social day care if there is such an 
animal, cannot be in the typical senior center environment. They 
need something more structured, so you would therefore have to 
add at least one staff person to be responsible for a cluster group 
within the larger group. 

Mr. Bonker. OK. I think that is something that has to be ad- 
dressed, probably at the local level, or area aging level, depending 
on what resources they have, and how they are going to balance, 
out those resources and services as the local administrators see fit. 
But I just do not see an adult day care center as an alternative to 
the existing senior center. I hope that is not what is being advocat- 
ed. We are having a hard enough time getting senior centers 
established in various communities throughout the country. 

Ms. Klapfish. I think that somewhere, if you have got this 
impression our testimony has led you astray. In viewing a contin- 
uum of - care, you have a person who is in a senior center who is a 

relatively active, well person 

Mr. Bonker. OK, I understand what you are saying. In looking 
over staff material they say that there are two types of adult day 
care centers. OK. One is for health related, and the other is for 
social. • * ■ 

Ms. Klapfish. I think that then your staff has informed you not 
completely enough of the situation. 

Mr. Bonker. So we are just talking basically about health orient- 
ed centers then, not social. I mean, there would probably be some 
social benefits that will come into play if we have such a program 
for health care. 

Ms. Klapfish. It is just not that black and white. I think that 
maybe the classic example is you take a person who is a stroke 
victim. Yes, in a health oriented program there is a whole. range of 
health services to help deal with that person's problems. You have 
physical therapy, occupational therapy, and in many instances 
speech therapy. You have nursing supervision to monitor vital 
signs, et> cetera. One of the common results of a stroke, as Mr. 
Wood, I believe, in the earlier testimony stated, is that you get very 
depressed. You lose your sense of self worth. You become very, 
very dependent. You are not like you used to be all of a sudden. A 
stroke is not a slow sort of transition. It is fast, usually. That is 
where ihe social service element is inseparable from a program 
that you are labeling as strictly health. You have to have the social 
and recreational interaction, the social service counseling compo- 
nent. Social service and socialization components are as important 
as the /health care. The one thing that you cannot do is uniquely 
separate health care and social services in defining a health orient- 
ed program. ( 

Mr. TB6nker. OK. I will get off that limb of the tree on to 
another. '- 

In reviewing your response, Mr. Reed. I notice in question 3 that 
I hkve here, you state that there is no consensus across the State 
that day care is cost beneficial. My question is, Who are those in 
the State who feel that the program is not beneficial? 
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Mr. Reed. Well, it is re? ; ly the area agencies. In our State, all of 
the money for day health* is allocated to area agencies for adminis- 
tration, the State money, the title XX money, and then title XIX is 
handled a little bit differently. The area agencies, jthrough their 
planning process, decide how that money can best be spent in any 
community, and while most of the area agencies have concluded 
that it is cost beneficial to have, that element of continuum care in 
their community, all have not decided that yet. Som^ 1 feel they can 
deliver services in other ways. Some feel that it is not feasible to 
have a day health program, or day care program liecause of the 
size of the community. The day care program is primarily an urban 
type of service delivery model. If you have large rural areas, for 
example, Klickitat County in our State, it is very difficult to have 
one central site that you bring people into for day care because the 
transportation involved is so great that that is not jcost effective. 
.. I think it is primarily that issue about the large territory to be 
covered to bring people into a centralized program foi* service, even 
though there may be many individuals, or several individuals that 
live in that large rural area that need day care s^fvdce, there are 
not enough to justify the cost to set up a center. / 

Mr. Bonker. I posed a question earlier to Mr./Weissert about the 
comparison of day care centers and nursing ho;mes, and whether or/ 
not day care does provide an alternative, or Substitute to nursing 
home care. / / 

In this questionnaire that we sent out^ earlier, to. which /you 
responded, we asked how many persons/could be diverted/from 
nursing home care if adult day care were fully funded in your 
State, and. you replied you did not know. Do you have any idea? 

Mr. Reed. Well, what we do know is that based on th^ data. that 
is available, that 12,000 people are in need of day care services, and 
we can assume that at least — I think the literature might say that 
at least half of those people are really on the verge, of going to an 
institution right "now, that many people could be deterred from a 
nursing home if they have the family support, or community sup- 
port, whatever, to keep them in their own homesl We really do riot 
have that information. That is one of the pieces that is lacking. 
There just has not been that kind of research done. 

Mr. Bonker. So you do not feel , in your own mind that having 
adult care centers will duplicate existing services and facilities. 

Mr. Reed. No, I do not I think that they really are an alterna- 
tive to those people that need that alternative to maintain them- 
selves in their own homes. 

Mr. Bonker. Alternative to what? 

Mr. Reed. Alternative to premature or inappropriate 
institutionalization. There are definitely people that need nursing . 
home care, and need to go there. There is no . alternative to that, 
but there are people that are currently residing in nursing homes, 
and going to nursing homes every day that really do not need to go 
thete yet.. 

There has also been a number of studies done nationally that 
range from 12 to 30-35 percent of people' being inappropriately 
placed in nursing homes, and one reason for that is perhaps that 
there are not community resources to help that person maintain 
themself in their own home. Most older people, I think, really 
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prefer to stay in their own home where there are those resources 
in the community, to help them stay there. 

Mr. Bonker. But still, I am troubled by Dr. Weissert's conclu- 
sion. Three-quarters of the recipient patients are the walk-ins, did 
not come from the hospital, and were probably not headed for 

Sirsing home care, but were merely referrals. I am not saying 
ere is not a demonstrated need for the program. I am just trying 
to understand, whether or not the service is indeed a substitute to 
an existing service, because at some point you are going to draw 
away, from the resources that are supporting the existing programs, 
many of which are not even doing a satisfactory job now, but I 
guess we are going to need further study on this matter. 

Mr. Reed. I think that is the issue. I think it is important that 
we do have program standards at the State level, I believe, rather 
than at the Federal level, to have a definite understanding of what 
a day care program is so that when we do that kind of research or 
survey, that we can determine what we are talking about, because 
that does not exist now. * 

Mr. Bonker. I, speaking as one Member of Congress, I am not 
sure if I would support further Federal funding for these programs 
until we have a better understanding of how effective they are in 
relationship to other programs. 

Let me ask you about this; the Federal Government also funds 
programs for nursing home care, and home health services. Now, if 
we are talking about a person who is in need of some kind of 
skilled care or therapy, presently if it is part of inpatient care in a 
hospital they can go to a nursing home and receive that service, or 
a further extension is home health care service. They can have a 
nurse^actually visit them. You. would recommend a third option, 
and that is adult health care centers. Now, is it not possible, short 
of that, for us to have nursing homes provide that kind of so-called 
outpatient service so that a person could actually drop into a 
nursing home where they have skilled care, and they have the 
facilities to receive that kind of in-house service, or expand home 
health service of therapy, or if some kind of nursing care is re- 
quired, it should be available there. j 

My problem is that we are adding a new program that may, or 
may not be an alternative, but at some point we, in the Federal 
Government, are going to have to be sure that it isltost effective. 
There is a strong mood in Congress to cut spending, I ahd I am not 
sure that we ought to be developing new programs, \oi\ expanding 
funding to support new or experimental programs, instead of being 
more effective with the existing programs. \ \ 

Mr. Reed. I agree with that, and I have no problem\at allsin the 
State of Washington. If there is a nursing home that exists^hat 
wants to offer day health that meets our standard, we would con- 
tract with them. ; 

Mr. Bonker. Well, what standards would you have in addition to 
what a nursing home is now required to provide under title XVIII? 

Mr. Reed. Well, there are a number of different standards that 
they have to provide the rehabilitative services to the people that 
reside— not reside— but attend the day care program. The nursing 
home has that capability. 
Mr. Bonker. Give me an example of a service. 
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Mr. Rkkd. OK; rehabilitative nursing, occupational therapy. 
Mr. Bonkkk. What is relocative nursing? ■ 

Mr. Rkkd. No, rehabilitative nursing, occupational therapy. It is 
true that nursing homes can provide that, but they are currently, I 
would assume, providing that service to people that reside in the 
nursing home. • 

Mr. Bonkkk. Well, if they are providing it to the residents, can 
they not also provide it for people who come in? 

Mr. Rkkd. That is correct. It will take more money to hire more 
people in that nursing home to provide that same .service though. 

Mr. Bonkkk. Why? I mean, if you are going to set up a new 
facility and staff.it, you need an administrator, a director, nurses, 
therapists, aides, and so forth, and I am trying to look at whether 
this Federal dollar is going to-be effectively spent. It is a very 
honest concern. 

Mr. Rkkd, ^appreciate that concern. 

Mr. Bonkkk. You are setting up a new facility with this special- 
ized help, including a director, and I am asking whether an estab- 
lished nursing home that would have the space, could utilize their 
existing facility and specialized people to provide the same service. 

Mr. Rkkd. And the answer is "Yes." If they have additional ■ 
specialized people to provide the service to the additional workload 
that is going to be there. There is no problem at all with housing it 
in the nursing home; no problem whatsoever, and we would be 
more than happy to do that. In fact, in one day health program in 
our State, it is based in a congregate care facility. That is the one 
in Spokane, and they do use some of the staff, occupational thera- 
pist, physical therapist, from that congregate care facility, to work 
in the. day health program, but it is an additional workload that 
has to be paid for with another source of funds. 

Mr. Bonkkk. Do you have an idea of the cost comparison be- 
tween the two? 

Mr. Rkkd. Well, I really do not. 

Mr. Bonkkk. OK. Well, maybe it is something that we ought to 
pursue at some point. 

' Just a few questions, Dr. Weissert, and then we have got to get 
on to another panel. 

You obviously have done a lot of. work in this area, and your 
study, is fairly provocative. Did you come into this subject with a 
bias one way or the other? I have known you a long time, and you 
have always been a strong advocate of health care programs for 
senior citizens. Your position is a rather surprising revelation, at 
least for me. 

Dr. Wkisskkt. Well, as a researcher, I came into it without a 
bias. As someone making career choices, for example, when, I did 
the first study of adult day care, I ftad been working on a number 
of social program evaluations at the time, I was very impressed 
with day care. It looked to me as if we had here a, potential for a ■ 
real solution to a real problem. I think we have found, in looking 
at many of the program's that we thought were real winners over 
the last couple of decades, that often we were offering nonsolutions 
to nonproblems. Day care looked to me like.it was the real poten- 
tial for great benefit, and so I have really committed the last 6 
years of my career to studying day care. I would not place myself 
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in a class, in terms of an adocate, with people like Marie-Louise 
Ansak, who has devoted her career and. all of her waking minutes 
to making a program operate, for example. But certainly, if I had a 
bias, it is in favor of day care. And let me lust say this, that I 
looked at the data I have every way from Sunday before I drew the 
conclusion that there was no significant benefit 

Mr. Bonker. Well, now your study was from 1974 to 1977. That 
is 3 to 5 years ago. I wonder how it would apply today's state of the 
art. j 

Dr. Weissert. I thirik that is a worthwhile question, and I do not 
know the answer to that. The answer for a researcher is always, 
'/Well, do it again." For a policymaker, you have i:o make the 
choice, I think, whether or not you have enough information to 
make a judgment, and I guess my answer to you is we do not— my 
personal opinion is we do not have enough knowledge at this point 
to make a judgment, and we ought to be very, very cautious about 
expansion of this benefit before we have better, more current evi- 
dence that it is beneficial. 

I would add, the work you are doing now on studies of this type, 
will not be available for several years, either. 

Mr. Bonker. I would like to apologize to the witnesses, and the 
audience, but I was to be relieved of my chairmanship an hour ago, 
and I have appointments backing up, and despite the fact we have 
40-some people on this committee, it is very difficult to get someone 
to come in and Chair a session. 

I have further questions, Dr. Weissert, but I think it is best that 
we move on. ,, 

I will be submitting questions to each of the witnesses in written 
form, and hopefully for your responses, because I think the ques- 
tion is going to come before the Congress at some 'point, and if we 
are going to proceed with an expanded role of the Federal Govern- 
ment in day care centers, then we have got to have as much 
information as possible. 

It has been a good session. You have all been excellent witneses. 
I think you have really contributed to our understanding of this 
important subject, so I would like to once again thank you for your 
appearance today. 

The subcommittee will now recess for approximately 20 minutes, 
and pick up at 1:30, and we have one remaining panel— two re- 
maining panels, including representatives from the administration. 

[The subcommittee recessed at 1:06 p.m., to reconvene at 1:30 
p.m.] 

AFTERNOON SESSION 

Mr. Ford [presiding]. The committee will now come to order. The 
Subcommittee on Health and Long-Term Care, Select Committee 
on Aging is resuming its afternoon session. 

Our next panel is made up of directors of various. models and day 
care programs. First the Chair would like to recognize Ms. Marie 
Ansak, the executive director of On Lok Senior Citizen Health 
Services in San Francisco, Calif. Then we will hear from Mr. Dan 
Driscoll, director of the Special Community Services of the Waxter 
Center for Senior Citizens in Baltimore, Md. Mr. Driscoll also 
serves as chairman of the National Institute of Day Care, a pro- 
gram of the National Council on the Aging. Finally, we will hear 
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Mr. Howard Bram, executive director of the Menorah Park Jewish 
Home for the Aged in Beachwood, Ohio. 
The Chair will now recognize Louise Ansak. 

STATEMENT OF MARIE-LOUISE ANSAK, EXECUTIVE DIRECTOR, 
ON LOK SENIOR HEALTH SERVICES, SAN FRANCISCO, CALIF. 
Mrs. Ansak. Thank you, Mr. Ford. 

First of all, I am sorry that Mr. Bonker is not. here because I 
have a lot of answers to some of Mr. Weissert's statements, and I 
think just in general before I go into my own testimony, I would 
like to say that I would like to submit a paper which was prepared 
by our research director Dr. Zawanski titled, "Methological Con- 
straints on the Medicare 222 Day Care Demonstration Project," 
which goes into some of the problems that project presented. 

One of the statements that Mr. Weissert made is that the day 
care centers used in the project were all experienced day care 
centers when they got involved in the 222 project. Let me tell you 
the ones in San Francisco— which I know intimately— got started 
one day before the 222 contract was entered into. I do not think 
you can call that an experienced day care.. center. I think it is 
important, and I think Mr. Weissert did say that perhaps further 
studies should be done, and I think this committee should look into 
that. The committee should also be looking at all the day care 
centers presently operating instead of just four very quiestionable 
programs which lasted for 1 year. I do not think that , the Congress 
is going to get any adequate picture of day care, or care for the 
elderly if we look at, projects that have lasted barely 1 year. 

On Lok started as a day health center for the frail elderly in 
March of 1973 as a partial answer to the total lack of nursing 
jiome or long-term care Facilities in San Francisco's Chinatown 
North Beach District. Ovejb the past 7 years, this nonprofit commu- 
nity-based program has Expanded its services from a limited day 
health program into a community care organization offering total 
health and social services to elderly over 55 who are sick, or 
handicapped, and, very important, certified by the Department of 
Health Services in California as needing at least intermediate type 
nursing home. care. So/ these people would have gone to nursing 
homes if they did not come to On Lok. 

For the purpose of this hearing, I would like to limit my observa- 
tions to the Day Health Center part of our program. 

.The day health center, which was modeled after the English Day . 
Hospital, opened its doors in 1973 in an old remodeled bar. From 
the beginning a multidisciplinary team, composed of, at a. mini- 
mum, a. social worker, nurse, physician, and physical iand occupa- 
tional therapists, evaluated and reevaluated individual participants 
and offered direct services to them at the., center. Participants" 
needing., pedical and nursing supervision and/or. rehabilitation 
services were accepted and scheduled to .come to the center from 1 
to 7 days a week. The main goal of the program was, and still is, to 
keep patients in their own homes, and assist them in being as 
independent as possible. They are, if needed; picked up by the On 
Lok transportation, brought to the center, and returned to their 
homes. At the center'they receive their individual therapeutic 
treatments, meals, social work consultation, personal care such as 
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showers, nail cutting, grooming, and are involved in various social 
and recreational activities. ~ 

Initially, and until M979, day health services were offered in 
cooperation with the paVtici pants' private physicians. It is. interest- 
ing to jiote that the On Dok program from the beginning has been 
quite popular with participants who joined the project, but that an 
enormous amount of educational work had to be done with physi- 
.cians and families. The traditional care system for the elderly is. 
geared to institutionalization. Both professionals and lay people 
need a total reeducation. We continuously need to point out that 
some weakness, forgetfulness, or even incontinence are ho reasons 
for condemning our elderly to a life in a strange place away from 
home. 

On Lok's day health ^centers are licensed for from 50 to (\0 
participants a d^y. They are full every day. At the present time we 
are serving a total of 220 individuals. Our costs frr the day^health 
center alone, Which includes all services mentioned, run between 
$25 and $26 a day. In our negotiations with the California Depart- 
ment of Health Services in 1978, we were able to document that 
savings -of up to $448.41 per month, or over $5,300 per year, per 
participant, could be achieved with the development of community- 
based day health centers/Today,, the average medical reimburse- 
ment per day of the licensed centers in California is $21.18. There 

\are some adders, so it comes up, for some of them/tot$25. Also, 
there is some difference between the actual cost and the reimburse- 
ment. • r 
, In California, a distinction is made between the medically orient- 
ed day .health centers and the social day care programs. This 
^distinction is somewhat unfortunate and is due only to the vagaries 
of our reimbursement or funding systems. It is one of the most 
unfortunate facts of life that we still do not have a single coordi- 
nated funding source for long-term care. Day care, or day health 
services are each one small component of a. continuum of care 
which in turn represents long-term care. The distinction between 
the need for day care, or day health is often difficult to make and 
depends more*pn the participants' particular health status on a 
given day. Witjvthe rapid changes in health being the norm for the 
elderly, centenf should be able to offer all options and gear treat- 
ment plans to the needs of the individual. However,, no center can 
do a satisfactory jotx without the backup of all components of the 
continuum of care from the senior center to the acute hospital or 
hospice program. 

It is for this reason that On Lok has moved on and developed all 
the components of the long-term care continuum. Within one 
agency we are at^the present time at the beginning of an exciting 
new development, and we hope to be able to share some encourag- 
ing, news with yOU in the corrtihg years: We are starting to. find that 
. the commuriity-baised continuum of. care might not only be more 
. satisfying to the elderly, but alsb N significantly more cost effective. 
It is too, .early to submit data since our inpatient service component 
only started in February of this year. We have, however, been 
surprised ait the significantly lower than expected use of hospital- 
izations. We are still waiting to add special sheltered housing as 
another component of our continuum this summer. By spring or 

" . ... ' ■ ■ V . 
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early summer of 1981 we hope to be able to start to compile some 
figures on our initial experience with this system. X • 

Thank you. \ . 

Mr. Ford. Thank you very much. \ 

Mrs. Ansak. T also have to submit one letter which is adoressed 
to the Honorable Claude Pepper, and which is supporting, day 
health services, and signed by about 15 individuals who ar\ in- 
volved in day care, and one of the State planning directors\et 
cetera, who would like the committee to consider day care. \ 

Mr. Ford. Without objection, it will be made a part of the records 
and let me say that the chairman of the committee is at home with 
a cold, or the flu, and he cannot be here. Other than that, the 
distinguished chairman would, in fact, be here today. Thank you. 

[See appendix p. 85 for material submitted by Ms. Ansak.] 
. Mr. Ford. The Chair now recognizes Mr. Driscoll. 

STATEMENT OF DANIEL D. DRISCOLL, CHAIRMAN, NATIONAL 
INSTITUTE ON ADULT DAY CARE; DIRECTOR, SPECIAL CARE 
SERVICES, WAXTER CENTER FOR SENIOR CITIZENS, BALTI- 
MORE, MD. 

Mr. Driscoll. Thank you, Mr. Ford, and distinguished members 
of the Hduse Subcommittee on Health and Long Term Care. 

This afternoon I would like to briefly describe the Waxter Cen- 
ters day care program, and highlight some of the coAcerns and 
recommendations of the National Institute ,pn Adult Daycare. 

As a program of the National Council on the Aging, NIAD repre- 
sents an affiliate membership of over 500 persons involved with, 
and interested in day are for the elderly. 

The Waxter Center is a large, municipal, multipurpose senior 
center located on the fringe of downtown Baltimore. The center 
opened its doors in 1974 and now operates 7 days a week as a focal 
point of service to Baltimore's senior citizens, serving a current 
membership of over 15,000 persons. It offers a full range of services 
designed tp keep the elderly well, active, and independent. 

As a component of the Waxter Center, our day care program is a 
structured rehabilitative program for the impaired elderly. It is 
designed for those persons who are disabled emotionally, physical- 
ly, or socially to such a degree that they are unable to function 
independently. The program participants, or members as they are 
also, members of the senior center, present a variety of problems 
ranging from severe and chronic, physical land mental handicaps to 
an array of multiple social and health-related problems. It is to be 
noted that this population is significantly more impaired,, and 
therefore somewhat different from the membership served through 
the regular senior center programs and activities. The day care, 
program serves an average of about 18 persons per day, with the 
total enrollment of approximately 40 different . persons. 

The prime objective of the day care program is to assist those 
elderly persons whose impairments prohibit living independently 
without supportive services, to reach and/or maintain their own 
maximum potential for independent living , as an alternative to 1 
inappropriate institutionalization. 

There are several purposes that the program is designed to meet: 
to reduce isolation and immobility; to stimulate interests in leisure 
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activities; to provide opportunities for socialization and coming to- 
gether in a group setting; to enhance activities of daily living with 
instruction in self-care, health maintenance, consumer protection, 
and assistance with accessing to other community services as 
needed by the individual; to improve health status by maintaining 
necessary liaison with providers of health care, and to coordinate 
care and counseling with the person's family, thus providing sup- 
port and assistance to, the individual's care giver. 

Admission to the program is based on a comprehensive, profes- 
sional assessment which includes evaluation, of both physical and 
mental health status, and of the person's environmental and social 
situations. A functional assessment is completed on each person, 
which draws a profile of the participant's performance in tasks of 
daily living. An individual care plan is developed from this infor- 
mation outlining the needs of the participant. This care plan is 
revised and refined as the person's needs change over time. 

The day care program, in a protective setting within the larger 
framework of the senior center, provides a wide range of activities. 
They are planned in order to assure that the person receives the 
services that are needed without overserving, and ties in with the 
full range of the resources of the Waxter Center with all the senior 
center facilities, services and resources available to the participants 
of the day care program. 

Discharge from the day care program , is a possible goal that is 
considered even at the point pf admission. In those cases where 
progress to greater independence seems indicated, ongoing plan- 
ning for discharge is made with the client. 

As a component of the senior center, the day care program is 
unique in its ability to bring the impaired older person into contact 
and relationship with their well peers. These types of experiences 
provide incentive and motivation toward improvement for the dis- 
abled older person who is participating in the day care program. 

From the national perspective, there are several issues which I, 
would like to highlight. .... \ 

In this era where the key words are coordination and cost con- 
tainment, adult day care is beginning to show many exciting ways 
to approach these problems. It is an important component of the 
continuum of services, which is perhaps most strikingly indicated 
by the very fact that day care has not developed from the top 
down, but rather it has been a grassroots movement born out of 
real community need, and sponsored by a wide variety of public 
and private resources. It adapts to, and ties in with other resources 
available within the local community. 

As we know, the number of day care programs has increased 
significantly during the past several years with only minimal as- 
sistance and direction from the Federal sector. To encourage con- 
tinued, development of this needed service, the National'Institute 
on Adult Day Care would like to recommend the following for the 
committee's consideration: 

First, legislative and executive action to remove the barriers to 
the integrated use of funds of medicare, medicaid, and title XX 
social service dollars to support day care programs. Federal mecha- 
nisms are needed to encourage the increased use of f -funds for the 
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expansion and effective implementation of day care as a service 
option. 

Second, uniform standards be developed to serve as a model for 
the delivery of quality day care services. We are not referring only, 
or necessarily to regulations, but a baseline framework that can be 
used as service providers throughout the country are developing 
day care programs to respond to local community needs. An explor- 
atory survey conducted recently by NIAD has confirmed that 
standards of operation vary tremendously among the States. While 
30 States do have established standards, over haii are designed for 
funding purposes only, and do not really adequately address the 
programmatic and quality control factors of service delivery. In the 
historical model of the senior center field vocational rehabilita- 
tion services, it is further recommended that practitioners be inti- 
mately involved in this process. Workers in the field of day cara 
are sensitive to the needs of the fey care clients, and from experi- 
ence can serve as a vehicle for th o standards development. ' 

Third, that additional and expanded evaluation of day care be 
undertaken. We feel we must look at what is currently being done, 
what are the variations in practice, and what is the potential of 
this service option. Policy cannot be made on existing limited data. 
There has been a tendency to compare apples and oranges instead 
of what the real costs would be to society if adult day care partici- 
pants had to receive all these services which are available at the 
center through other sources. Day care is currently operating in 43 
States, which suggests there is already sufficient experience to 
confirm that it is viable, and a needed service. We believe this 
delivery of service should not be interrupted for the sake of re- 
search, but rather evaluation should be designed for further devel- 
opment ongoing along with practice. 

Einally, we recommend the designation of a single Federal 
agency which will have the responsibility for the evaluation and 
enhancement of further development of this service option. Coordi- 
nation of activities in regard to day care must be effected to better 
enable practitioners on the frontline to negotiate the labyrinth of 
Federal agencies, acronyms, and such, in their/efforts to deliver 
services to the most vulnerable segment of the aging population. 

I wou.* ' to thank the committee for this opportunity of 
testifying k ^rnoon. We feel, and believe strongly that this 
hearing is a milestone in the day care field, and in the day care 
movement, and are much appreciative of this opportunity. 
Thank you very much. 
Mr. Ford. Thank you very much. 

The Chair will -recognize the very able colleague of ours, Con- 
gresswomari Oakar, for th,e introduction, of Mr. Bram. 

>Ms. Oakar. Thank you very much, Mr. Chairman, and I want to 
comm&nd you and Senator Pepper, and other members of the com- 
mittee for having this very, very important hearing today. 

I am very pleased, Mr. Chairman, to have the committee hear 
from someone who is very well known in the Greater Cleveland 
area in terms of the field of . geriatrics, and I believe also is a 
national figure in terms of expert care. I am speaking of Howard 
Bram, who is the executive director of Menorah Park Jewish Home 
for the Aged. This is a geriatric center that has been in our area, 
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Greater Cleveland, for almost 75 years, and they have been innova- 
tive in the field of day care centers, having begun one in 1968, so I 
believe they are among the first in the country tb start a program, 
and they have added to the program ever since.|So it gives me a 
great deal of pleasure, Mr. Chairman, and thank you very much:" 
for that courtesy of hearing from Howard Brap, the executive 
director of Menorah Park, and we are very pleelsed that Howard 
could come today. ■ 

STATEMENT OF HOWARD B. BRAM, EXECUTIVE DIRECTOR, ME- 
NORAH PARK JEWISH HOME FOR THE AGED, BEACHWOOD, 
OHIO 

Mr. Bram. Thank you, Ms. Oakar. 

We ha<8 Ms. Oakars special assistant on aging meet with a group 
of day care directors at Menorah Park just a week ago, and she 
addressed the group and participated in the discussion, I think 
there were 12 day care directors who were in attendance for a half- 
day institute. 

Menorah Park is a geriatric facility located in Cleveland. We are 
located on a 40-acre site which is now the fourth location we have 
occupied in the past 75 years. 

We are deeply committed to serving the frail and the impaired 
elderly, and are equally committed to developing noninstitutional 
services. We believe that people ought not to be entering long-term- 
care facility if it is avoidable, and we do everything we possibly can 
to help people remain in the community. Therefore, on thie grounds 
of our geriatrics center, we have a highly .skilled long-term-care 
facility, with 285 long-term-care beds. We have 235 people residing 
in a congregate housing facility. We have 125 who are enrolled in 
our home delivered meals program, 98 in our adult day care pro- 
gram, 22 in our day care program for the severly handicapped; 30 
in our religious holiday stay program; 20 in our vacation stay 
respite program, for a total of 815 different persons served. 

We now have on the drawing boards a psychiatric evaluation 
center, a respite program for the severely impaired, and a day care 
center specially designed to handle the severely mentally impaired 
person. . 

I have been invited today because T\represent the long-term care 
facility based day care programs. We liave two such programs. In 
Ohio, there is no medicaid support of adult day care, so we must be 
entirely funded by private philantropy. \ 

Our adult day care program serves the frail, and the moderately 
handicapped older person. This program, was established in 1968. 
The people in this program are in their middle eighties, very frail, 
very fragile, many using walkers, or using wheelchairs, but able to 
function on a rather good level. 

We then have a second day care program for the severely handi- 
capped. That was established 3 years ago. Both programs are 
housed within a speoially constructed single, self-contained day 
care center which is located in ; the middle of our long-term-care , 
facility. It has 3,000 square feet. It has a separate entrance to the. 
outside with bus unloading and loading area to bring the people to 
the program, a couple of lounges, dining rooms, resting rooms, a 
pantry, toilet facilities, bathing areas, et cetera. The day care 
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center has direct access to the center of our long-term-care facility, 
to our occupational therapy and physical therapy departments, to 
our sheltered workshop, to our beauty parlors, to all of the services 
available to the permanent residents of the long-term-care facility. 
They share them. 

First, let me describe the adult day care program. I mentioned 
earlier that it server a very old population. Its average age is well 
into the eighties. We do have a few wheelchairs in this program, 
but thoy are the kind of wheelchair patient ; who is able to get onto 
a bus, managing the steps with the htHp or" two assistants. Those 
who join this program do so because (of d need for socialization, 
counseling, nutrition, personal care, and rehabilitation. 

To clear up some of the problems we hadf in the earlier testimony 
in terms of definition, this group is too old, and too frail to partici- 
pate in the usual senior citizen center. I \Wrnld like to get into this 
subject further later on in the testimony. / 

Most of- the people in this program l/ve by themselves. Others 
live with their children, or other relatives. Participation in the 
program enables them to remain within the community, or to 
prepare for admission into a long-tei/m-care facility, or to help 
them cope in the community while they are on the waiting list 
awaiting admission to the home: W4 have found that with our 
many years of experience, that 54 pe/cent of the participants have 
been in the program from 2 to 9 yeArs, so that I believe we have 
succeeded in keeping them within thfe community. 1 . 

Now, the day care program forf severely handicapped is also 
known in parlance as the "day hosfpital." Particularly in England 
where they invented the term, "dafy hospital/' We have chosen not 
to use that terminology because we believe it is a misnomer. Hospi- 
tals deal primarily with acute illhess. Day care business is dealing 
with chronically and permanently disabled people, not people who 
are presently acutely ill. 

\This severely impaired program serves those who are unable to 
ambulate because of handicaps resulting from a severe stroke, 
singly or double amputation, adv meed multiple sclerosis, crippling 
arthritis, injury from accidents, and other disabling- diseases. In 
this program the average age is considerably less than it is for our 
adult jday care program since we do have several people in their 
thirties, forties, and , fifties, suffering from multiple sclerosis, or 
?$2?. l F' lir y wh,ch has caused severe handicap. There are 22 people 
in^fhis\program presently, with an average of 8 attending per day. 
Almost ^11 of the participants are residing with either a spouse, or 
children. Their attendance in this program not only gives them 
temporary freedom from the imprisonment of their own homes, but 
even more so, a degree of respite to their care givers. I would like 
to repeat this. I think respite is one of the major objectives of a day 
care program; that is, to give respite to those who are struggling so 
hard, the spouse, the. children, other relatives who continue to care 
for a disabled person within their, own home. Intensive rehabilita- 
tion and personal care are important aspects of this program. 

I was asked, too, to identify what are the service components of a 
day care program. Let me take a crack at that now. . / 



50 



TRANSPORTATION 

Transportation is a necessity of the program. People must be 
able to come to the program by a method designed by the program 
sponsors. We use two, and occasionally three schoolbuses with driv- 
ers. These buses are leased each day to pick up the adult day care - 
program participants, In this program the driver must pull up in 
front of the house, must get out of the bus, go to the front door and 
assist the participant from the house to the bus, and onto the bus. 
The reverse occurs on the return home. For that reason, it becomes 
a very costly process. You cannot pick up more than perhaps 8 or 
10 persons with any one bus, otherwise they will be spending half 
the day on' the bus. 

In the case of our severely handicapped program, an entirely * 
different transportation system is used. Our own health care attend 
dants drive the center's own special bus equipped with hydraulic 
lift, and all of the other necessary equipment. They pick up the 
participants and return them home at the end of the day. In this 
program, the two attendants go into the house and literally carry 
the participant out of the house to the bus, often down a long flight 
of steps. 

MEALS 

The adult day care program serves a continentaFHreakfast, 
lunch, and dinner, that is three meals a day to all of its partici- 
pants, and will even give a home delivered meal package to a 
participant to take home with her or him for additional meals 
during the week or the weekend. The handicapped program partici- 
pants spend a shorter day at the center. They are served only two 
meals, a continental breakfast and lunch. 

Personal care becomes another important component) and the 
adult day care participants may use the beauty parlor or barber 
s^op. If not for their availability they would usually not be able to 
get to one. They may also be bathed if it is not possible for them to 
do so within' their own homes. Some may need assistance with 
toileting. However, in the day care for handicapped program, all of 
the participants are bathed in our special whirlpool century tub 
equipment. They receive toenail and fingernail care, use of beauty 
parlor or barbershop, and almost all must be assisted with toilet- 
ing. Now, a very significant factor is this bathing service is that 
almost everyone who is in our day care for the handicapped pro- 
gram has not been in a bathtub for several years. When they came 
to our program we are able to get theni into a bathtub with the 
special equipment that we have. They are so disabled that their 
care givers just do not have the strength to do it at home. 

Counseling becomes a very " important part of the program. Our 
two programs are headed by graduate social workers who provide 
counseling to the program participants and their families. In the 
case of the handicapped program, the families meet one evening 
per month for group therapy sessions to help them cope with their 
tasks of care giving to a handicapped person. 

Physical therapy is offered each day to each of the handicapped 
persons, and selectively to those in the adult day care program. 
The prescription for therapy must be provided by their own private 
physician. 



OCCUPATIONAL THERAPY 

Each participant in the handicapped program, and some within 
the adult day care program are evaluated by the registered occupa- 
tional therapist to determine how this program might best be used 
for their rehabilitatipn. 

ARTS AND CRAFTS 

Many persons from both programs use this activity and benefit 
greatly from the diversion and sense of accomplishment. 

One of the things that is rather unique at our facility is that we 
have a sheltered workshop in which we employ 100 of our resi- 
dents, average age around 87, who work 25 hours a week on indus- 
trial projects. Many are people in wheelchairs totally disabled. 
Many of the* participants in the day care programs work in the 
sheltered workshop performing assembly work for which they are 
reimbursed. In this work therapy program they continue to work 
within industry; they feel worthwhile and a vital part of the 
economy. 

Volunteers are an essential ingredient in the success of this b 
program. The volunteer brings the devotion and freshness of the 
lay person, and helps to keep the cost of the program down while 
adding considerably to the personal services available. 

NAPPING 

Contrary to the assumption of the uninitiated, resting or napping 
is not— and I will repeat—is not a desirable service to offer in these 
programs, and we do not encourage it. The aged and infirm should 
have a full day of activity and go home tired so that they may 
sleep well during the night, and not walk around all night. We do 
have a few small resting rooms for an occasional rest for a small 
number of selected participants, usually no more than 5 percent of 
our population. 

We have cooking and baking classes for the handicapped. They 
are taught to prepare their own meals within their own homes 
with their handicaps. We provide them with the mechanical equip- 
ment they need in order to do this. 

RECREATION 

Recreation, of course, becomes a very important and essential 
part of any kind of day care program. We hold programs each 
afternoon of a recreational and cultural nature. 

MEDICATION 

The participants bring their own medication to the office, and 
are then reminded by the ^day center staff when they aro to take 
their medication. If we were to dispense medication in Ohio, we 
would need to be licensed to do so. It would create a whole new 
documentation necessity, and I think it wise that day centers 
stay out of this. They should use only the medication reminder 
system. ^ 



> NUHSING CARK 

We have a nurse who works part time for the program. She 
teaches the elderly and the disabled how to function at the highest 
possible level. She conducts exercise programs each day. An educa- 
tional session is held once each week to promote good health and 
rtqtrition. Blood pressure and other vital signs are taken on a 
regular basis. If the nurse suspects a change in the participants 
health condition, she will call his or her private physician to 
inform him of the suspected change. 1 

EMERGENCY GARB^ 

With a very old and fragile population like this, we have heart 
attacks, strokes, fractured hips, happening at the day center. If a 
participant becomes acutely ill our professional staff, within the 
long-term-care facility, renders lifesaving care in our own acute 
care divjsion until the private physician can arrange transfer to 
the general hospital; 

The per diem cost of operating our adult day care program is 
$20.40, including transportation. A breakdown of those costs are 40 
percent for personnel; 34 percent for transportation; 1G percent for 
food; and 10 percent for the remainder. Transportation itself 
amounts to $6.50 per diem, and is one of the major cost , factors. 

We charge fees on a sliding scale basis according to ability to 
pay. The highest fee paid for our adult day care program is $15. 
Most of the people served in the program are on marginal incomes, 
paying what they can afford, some as low as $1 per diem. The total 
received last year in fees was $37,000, out of a total cost of program 
of $108,000. The- $71,000 deficit is made up from philanthropic 
funds plus contributions inkind from the long-t^rm-care facility. 

Now, for our day care for the* handicapped program. The cost is 
slightly more thiin twice what it is for the adult day care program. 
The cost is $41.40. This higher cost is primarily the result of the 
high ratio of staff to participants. The participants are so complete- 
ly disabled that/ we need a ratio of one staff person to every two 
persons served m the program. 

The major problem faced by our program presently is financing. 
With the severe inflation, the participants who are on marginal 
income are finding it more and more difficult each year to contrib- 
ute toward the per diem charge, and the average per^diem pay- 
ment which we are receiving is^going down every year, v \yhile the 
costs continue to rise. The population served also is becoming^more 
frail, and more confused, and we find that the handling of confu- 
sion is a serious matter. That is why. we are presently studying tfie s 
possibility overeating an entirely new day care program designed 
only for the mentally impaired. 

It becomes more apparent to us that we will need assistance 
from Government sources if the program is to continue, inasmuch 
as philanthropic funds are limited and level of giving has\pla- 
teaued. Wejiave applied to the area office on aging for assistance 
under title III and title XX, but with the inflation the Administra- 
tion on Aging is finding it possible only to continue to fund pro 
grams which they have already sponsored, and we have not been 
successful to date in being included for funding. 
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If transportation services for the elderly and handicapped, under 
publicly funded programs, were available to us at no cost, or at a 
token cost, ,t would substantially reduce our deficft and our veil 
ance on philanthropic funds. 

rin B l n r. g f D Wh T • am the lon g-term-care field, and being a geriat- 
^ e " t e«- 1 administrator, and being in the field for a very long 
p m ™'nl eU r eV -r ha hav 'ng the day care program, based at a long- 
term-care facility is possibly the best method of implementing a 
full program of care because of the availability of a wide range of 
services already located . in the facility. As aii I example ? when we 
provide physical therapy, we already Lve the progmm' there We 
nP P V H%o he T P r nt ' ^ h«ve the professional staff. They may 
need to work only an additional l'/ 3 , or 2 hours a day in order to 
f™ d £ y care Pf°P le ! n , addition to the Presidents of the 
home, but they are there, and they are in place, and we do this 
with a whole range of programs. It is pretty hard to dupTcate th s 
in a freestanding day care center. Also, the personnel and adminis- 
andTnfirm ° W g6able ' attUned t0 the needs ^ theTail 

Z^rf^^&S^ 8 minUte t0 C ° mment °" 
waVc^nLred^ftTe 

example as opposed to the adult day care center. I personally 
believe it is a mistake to use the terminology of a "social day care 

s C Soild L b vp CaUS f a " day -T e CenterS ' no ™" er whom they y serve! 
should have a strong social program. It is a necessary component of 
all of them I believe the different levels of day care pro? r am s 
^hould be differentiated not by the program as much as by the 
condition of the people who are serve!. The traditional senior 

nnn ^ C ; enter /r erVes ^ h0se people who are vi g°™s, heS?hy who 
can get to and from the center by themselves, generally' They may 

for Xlfr 01 ^ f ° r recreati °n«' Ptoses or they may be coS 
for educational purposes, or for nutrition. The nutrition centef 
would fall into this category. cenrer 
You then move up the line, and you have the day care center 
which deals with the very frail, the very old, fragile^ype of plrson 

7n t£ ^H 18 • e ' gh I tieS and nineties - Th( * are t0 ° to%art. P cipatS 
in the traditional senior center. They need a specialized kind of 
center, nnd they need more staff. The main differS mo^ staff 
in orde o handle the disability of the people involved 

You n .y then move a step further and deal with those who arP 
severely impaired When you deal with the severely impaired \ you 
continue to proy.de some of the same services, bJt only with a 
greater intensity of staff, and an intensity of program There are 

ThPrpf^ Ce l^i S ? h i ch deal with the mentaHv retarded 

There are those which deal with the mentally ill and there are 
programs whiclvdeal with the mentally infirm. All of them dre dav 

wp Sm u ? l{r <? ent ty l e of P^am, I believe this is the way " 
we ought to be looking at the variety of programs available * 
1 hank you very much. 

Mr. Ford. The committee would like to thank each panelist for 
giving their testimony today before the committee. I am going to 
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have to leave, and I am going to ask the Congresswoman from Ohio 
to Chair the committee. 

I would just like, for the record, for Mrs. Ansak to respond to 
maybe one or two questions; one being out of the 220 participants 
vou talked about in your testimony before the committee today, 
°how many of those 220 would be actually placed in nursing homes 
if On Lok did not exist; and also, if a large proportion of those 
would in fact be placed in nursing homes, then are. you saying that 
the day health services is an alternative to the nursing homes; and 
also part 3 to that, out of that 220, do you have many minorities? If 
so when you think in terms of black riiinonties, Indians, and other 
minorities, what about some of the programs that we are talking 
about in thinking in terms of the death rate, mortality not being as 
great, I mean lives not being as long as those of Caucasians, other 
groups, should there be any legislation in the future as to relate to 
agewise for different races, and all. If you would respond to those 
questions, I would appreciate it, Mrs. Ansak. _ 

-At this time, the Chair will ask Ms. Oakar to Chair the commit- 
tee. Ms. Oakar. . - t 
Mrs. Ansak. I will start with the last one first. 
Mr Ford. The last question is that we have a problem with the 
minorities not living as long as— black males, black females— not 
living as long as white females, and black males not living as long 
as white males, and . am just wondering when we are ta king 
about these programs, and age groups and all, should we be talking 
about lowering the age requirements back for some of those who do 
not have the expectancy of life? 

Mrs Ansak. Unfortunately, I am dealing with a different minor- 
ity group, and that is 'the Chinese, and they have an enormously 
long life expectancy. . . . „ , 

Mr. Ford. I understand that. When you tnink in terms ol the 
Chinese people who have a long, long life span, how does that 
relate to other groups; maybe not. your group directly. That is why 
i! proposed a question as to how many minorities; are. there any 
blacks, Indians, and other minority groups. 
Thank you, Ms. Oakar. _ . 

Ms. Oakar [presiding]. Thank you, Mr. Chairman. 
Would you like to respond? 
, Mrs. Ansak. Yes, I will try. . 
* The population at On Lok is 70 percent Chinese, and the rest is a 
mixture of Caucasians, Filipinos, Italians, whatever; very^ifferent 
ethnic groups. Most of our participants are foreign born. I think it 
is now about 90 percent. It used to be 99 percent lately. We added a 
different area, and now have about 90 percent. . j 

We have very few blacks because we are districted. In our dis- 
trict there are very few blacks, and very few American Indians. 1 
have heard that there is a lowered life expectancy, among blacks 
and American Indians. Because of my lack of experience I cannot 
address myself to that question. The Chinese, and other partici- 
pants in our program are on the average 80 years old. I think their 
life expectancy is about equivalent to Caucasians. But I think the 
problem should be Considered. *„ii,s„„ 
Another thing which should be considered when you are talking 
about day health services.. On Lok is restricted to accepting only 
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people who need at least intermediate care. There might be an age 
limitation, and I think the Federal Council on Aging at one point 
suggested that frail elderly be entitled to services, I think it was 
age 75; I cannot recall exactly; but I think there should, be a 
certain age when people are automatically eligible; but as to the 
problem of other minority groups, I cannot talk about it because of 
lack of experience. 

One of the questions, another question was is— if I recall it 
right— does On Lok present an alternative— does the day health 
center at On Lok present an alternative to nursing home care, and 
what would happen if On Lok were closed. We have estimated at 
one point that 80 percent of our people would go to nursing homes 
if we would close. Within 3 months— I think that was the esti- 
mate—they would need nursing home care. Whether they would go 
or not is another question, becayse many people prefer to stay in 
their homes, and they decide they do not want to leave , the area, 
particularly in our area where, there is no nursing home. They 
would have to be removed 30-4Q miles from the area. They would 
have to enter nursing homes where they cannot speak the lan- 
guage, eat their foods, et ceteris. They would probably prefer to 
stay in their own home, but they would probably die. You know— it 
always seems to me when we are talking about cost effectiveness, 
well, the cheapest way is probably to die, is it not? But this issue is, 
I think a dangerous thing. Essentially I would say On Lok is an 
alternative to nursing home care. 

At the. present time, we provide all the services from the social 
day care center, all the way to hospitalization. We get a capitated 
rate, and therefore are really interested in looking at the service 
that keeps our participants in the community and independent as 
long as possible, and at the best possible price. We do not get more 
funds when things don't work out. So I think day health services, 
from our point of view are an alternative to nursing home care. 

It is not an alternative for those people who need 24-hour nurs- 
ing care and who are bedridden. There is absolutely no way, to get 
them to any health center, and those people should be in skilled 
nursing facilities. 

There is another interesting observation.' Sometimes when we 
have patients who need to go to a nursing home, the nursing 
homes refused them because they are too heavy care; and what 
does it end up with? We have to keep them in the community and 
bring them to the centers, and make all kinds of arrangements in 
the homes. I think that is a very interesting proposition, which I 
think the committee might want to look into, too. What kind of 
people do nursing homes take? They take, those, at least in our 
area— I am speaking only for San Francisco— those who demand 
less care. When somebody is incontinent, it is very difficult to get 
somebody in the nursing home. 

Ms. Oakar. I wonder if you would just expand on that, just for 
the record. What is the alternative, though, because many of these 
people who need comprehensive care are from families that either 
are not available to them; they. are alone, or possibly in some cases 
the families are indifferent toward their welfare; then what hap- 
pens? . 
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Mrs. Ansak. Sixty-five percent of the people, at On Lok have no , 
family, so I think we can speak to that. They are mostly living in 
rooming houses or hotels. This is why we have provided the contin- 
uum of care. We «ffelt that, for instance, it was essential to add in- 
home services. Now, these in-home services might be very minimal. 
It might be to assist the person to make his bed, or to see to it that 
somebody is on the night shift and goes and checks that the person 
is actually in bed; will assist him to get up in the morning. All I 
want to restate is that of the people in our program, 65 percent are 
alone, and depend on a support system. That might be a housing 
manager, or a friend next door in the rooming house, et cetera. 

Ms. Oakak. All right. Let me ask Mr. Driscoll one question, and 
that is how many clients are actually discharged as a result of 
improved health? You stated that that is one of your goals of your 
day care program at Waxter is the discharge of individual clients. 
Am I correct about that? 

Mr. Driscoll. Yes, that is correct. Over time, I do not have the 
exact figure, but it would average about two, perhaps three a 
month. The day care program is small, and the process of discharge 
into the senior center is many times a lengthy process. We feel 
that there are ways in which the day care program interfaces, and 
can tie in with the senior center, while retaining its distinctness 
and providing a separate kind of programing, and separate kind of 
resources. The variables that come into play are the family sup- 
■ ports, and many of the other things we have heard here, and the 
capabilities of the senior center. _ 

In Baltimore we have had some very exciting experiences in 
looking at a continuum of service, one might say, with several — 
and I will use the term "models" for a working, definition, or 
working terminology. In Maryland, and in Baltimore, the frame- 
work of day care is such that there are day treatment, and day 
care programs. The day treatment has a much stronger medical 
component; a much stronger rehabilitation component. In Balti- 
more, there is a day treatment program at the Public Health 
Service Hospital. We have had some very strong and close collabo- 
ration, arid some exciting individual cases where a person has been 
admitted to the day treatment program after a traumatic illness, 
and has received intensive rehabilitative services through the hos- 
pital-based resources available there; the person has been able to 
be discharged from that program into the day care program at the 
Waxter Center, and oyer time is able to move to more independ- 
ent activity and participation in the senior center. I cite that 
because it is the kind of thing that is just very exciting to see what 
happens with the individual. 

I think another aspect of the day care senior center kind of 
linkage is that a person is able to participate, and, be a member, a 
participant in the day care program, but also then to be able to tie 
in, utilize, and participate more independently in other resources 
in other parts of the center. 

For example, with the lunch program, in our center all of the 
members of the day care program have lunch in the communal 
dining room. It is provided through "Eating together in Baltimore/' 
the title VII program, but this is an opportunity for the day care 
members to move from one part of the building to another, and to 
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be with friends and peers. Staff support is needed in terms of 
preparing the meal, perhaps getting the meal, going through the 
cafeteria line, and so forth. The number that are discharged is 
significant. It is something wo need to look at, but I think that 
equally important, we believe that the ability to be able to bring in 
the kirjd of services, and the kind of resources that meet what the 
person needs at that time, so that while a person may not official- 
ly, or technically be discharged, their plan of care in the day care 
program is minimal. It provides some coordination; it provides the 
linkage to more independent activities in the senior center, but 
coming back to base and having a home base, if you will, that they 
can move out from. So I just suggest that it be viewed in the 
broader framework. 
Ms. Oakar. Thank you. 

We are under a very tight time arrangement here because so 
many of us are^on other committees, et cetera, arid I know the 
committee will want to ask some of you to respond in your answers 
in writing. We will have other questions. 

Let me just quickly ask Mr. Bram one question, and I think it is 
a question that all of you perhaps would like to respond to in 
writing, and that is would you like to apply for a public reimburse- 
ment if there were a unified funding source? Right now, you riien- 
tio^ied the State of Ohio does not have one. Do you feel that 
somehow we ought to have this a universal type of medicaid pro- 
gram, let ' us sav, or make it a Federal program so the day care 
could be covered? 

Mr. Bram. That is an interesting question, and I ponder it be- 
cause I know the first instinct is to say yes, let us get the funding 
so that it would help us through our funding dilemma. 

On the other hand, I feel that there are such misconceptions,, 
such lack of knowledge, such lack of research, terminology, in this 
whole range of day care program services that it would be untime- 
ly now, in 1980, to try to create a universal program. I think that if 
HEW were given that responsibility now it, would have a difficult 
time trying to design a methodjpf reimbiirsen y nt based upon ap- 
propriate standards. 

Having been in the long-term care field for a number of years, 
and having felt the tremendous load of regulation that has accom- 
panied the medicaid* program, I would like to see a new way of 
developing day care reimbursement systems different than the con- 
ventional one used for medicare, and medicaid. I say this for the 
simple reason, that everi though people in the program are chron- 
ically disabled, and will have this chronic disability the balance of 
their lives, the major emphasis in a day care program is socializa- 
tion, the counseling, the activity, the loving tender care, nonmedi- 
cal kinds of programs. Even though there might be some physical 
therapy rehabilitation, might be some taking of blood pressure, 
might be some medication administration, the emphasis ought not 
to be tied to a medical model. I think we need to design a new type 
of reimbursement system which recognizes that the greatest need, 
and the greatest disability of older people are their emotional 
needs, and their social needs. In order to assist them to cope with 
all of the illnesses and frailties of old age, we must recognize that 
everything is not medical. If we could design a system of reinv 
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buraement which would recognize this principal I think we would 
do much better. 

What would happen if HEW were suddenly given a reimburse- 
ment program to design this year? It would find, I'm certain, 
^numerable ways to require compliance so that a mtyor portion of 
the time of the staff would be diverted to document what they plan 
to do; how they are going to do it; what they have done; and what 
the results ard; spending much of their time in meetings so that 
surveyors may come around to make sure that the money that the 
Federal Government has expended has been appropriately uqed. I 
am not being factitious; I am being very serious%bout this. I would 
hope that we would be able to design a program that would recog- 
nize, first of all, the nonmedical needs, and secondly an entirely 
different and simple method of reimbursemen t 

Ms. Oakar. Thank you very much, and I am sure your views are 
shared by many, not only in the audience, but across the country 
about the regulations of HEW. . N 

I am going to thank you as a panel, and please know that the 
committee will submit some questions in writing to you, and thank 
you for being here. \ 

I also would like to turn the Chair over to my distinguished 
colleague, Mr. Bonker. Thank you very much. 

Mr. Bonker [presiding]. Our final panel consists of Administra- 
tion spokespersons, Jeffrey Merrill, Michio Suzuki, and Kathryn 
Morrison. 

' I am sorry this hearing has extended beyond what we had 
planned for, and I am here again on. extended time with some 
scheduling conflicts ahead. 

I think it would be advisable that if you would submit your 
formal statements for the official record, and use whatever time 
that we have left to respond to some of the things that have 
occurred earlier today in the hearings* I know that at least one of 
you is anxious to clarify some of the things that have been dis : 
cussed, and maybe respond to Dr. Weissert's study, which was 
discussed on earlier panels, or if you. want, just summarize in 
whatever way you feel would be most effective. There are not 
many panel mfembers here, I am about the only one, and you know 
my concerns, so you may want to address them more specifically* 

I think what we will do is just allocate five minutes to each, and 
then proceed from there with questions. I apologize once again for 
the short time available, but knowing that you are high ranking 
members of the administration, you can. summarize your state- 
ments effectively in the time that is available. 

Mr. Merrill. Am I first on the list? 

Mr. Bonker. I am sorry, Mr. Merrill is the Director of the Office 
of Legislation and Policy in the Health Care Financing Administra- 
tion, and he will be our lead-off witness. 

Mr. Merrill. Well, in keeping with what you have proposed, I 
will abandon my statement. 

Mr. Bonker. You do not have to abandon it. We will put it in the 
record. 

[The prfeparud statement of Mr. Merrill follows:] 
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Piiki'AHKI) Statkmknt ok Jkkkuky C\ Mkhkiix, DiiiKCroti, OmCK ok Lkimlation 
and Pouoy^JIkaltii Cakk Financino Adminihtkation , 

Mr. Chairman and committee members, I am Jeffrey C. Morrill, Diroctor of tho 
Office of Legislation and Policy in tho Health CAro financing Administration I urn 
plowed to bo with you today to talk about tho Houlth Caro financing Administra- 
lions involvement in Adult Day Hoalth Caro Sorviccu. As you know, tho Health 
Caro financing Administration 1h responsible for tho adminiatrntion of titles XVIII 
jjnd XIX of tho Social Security Act, commonly referred to as tho Medicare and 
Medicaid programs. For this reason, wo have a major interest and role within tho 
Department 1 in long-term caro policy and program development. Wo are working 
closely with the Departmont Task Force, chaired by tho Under Secretary, which is 
coordinating tho Department's long-term cnro activities. 

mkdiqaid 

Medicaid may reimburse for Adult Day Hoalth Care Services in one of two ways: 
first, as, outpatient hospital services, where the provider is licensed and certified as 
a hospital, and second as clinic services whero tho providers can be any liconsod and 
cortmed I health facility. There are over 100 day caro programs currently receiving 
Medicaid funds— more than a two fold increase in tho last 2 years. Some of these 
are funded under title XX as well. California, Massachusetts, New Jersey, Now 
York and the State of Washington have been particularly active in this area. 
Maryland has recently passed legislation and developed regulations' to provido Adult 
Day Health Care as a Medicaid service. In addition, we hnve a demonstration 
program, the Alternative Health Services Project operating in two health districts 
in the State of Georgia. Adult Day Rehabilitation is a major service in this program. 
We anticipate that programs will be added soon in Texas and Kansas. 

Health Care financing Administration personnel offer technical assistance to 
States that are interested in providing Adult Day Health Care under Medicaid. We 
recently visited Kansas, Texas and Hawaii. A trip is scheduled to Florida next week. 

MEDICARE 

Medicare is designed to deal with the problems of financing short-term acute care ■ 
and treatment for the elderly and disabled. For this reason, Medicare cannot pay for 
all of the services provided in Adult Day Health Care centers, except under demon- 
stration-conditions. For example, basic social services, transportation, meals and 
therapeutic recreational activities would not normally be covered by Medicare in an 
outpatient setting. Of course, Medicare will pay for health care services such as 
physical therapy, that. are usually covered, if they are rendered by providers partici- 
pating in Medicare. 

demonstration projects 

In 1972, the Department initiated four demonstration programs under the aus- 
pifces of the Administration on Aging and the Medical Services Administration 
which, at the time, administered the Medicaid program. In 1974, HEW contracted 
for a state of the art paper on Adult Day Health Care. At that time, approximately 
lo programs were identified and approximately 10 were described in detail. 

More recently, the Health Care Financing Administration has funded a variety of 
demonstration projects studying the problems in long-term care. We are also cooper- 
ating closely with the Assistant Secretary for Planning and Evaluation on the 
channeling demonstrations which are designed to assess the capacity of locally- 
based organizations to manage, coordinate, and arrange the provision of home 
delivered services, other ambulatory care services, and institutional outpatient serv- 
ices. Adult Day Health Care may be one of the services included in the channeling 
demonstrations. A revised notice of intent to initiate the National Channeling 
Agency Demonstrations program was published in the Federal Register on March 
2U» 1980. , 

SUMMARY t 

In summary, we feel that Adult Day Health Care Services can be an important 
health service as an alternative to institutional services. However, as you know, our 
programs are confronted more and more with budget constraints. 

In spite of our budget constraints, we believe that we should continue to examine 
this most important service for the elderly, and should continue to look at it as part 
of a comprehensive coordinated- set of services which provide elderly persons and 
their physicians options for receiving care appropriate to their needs. 

Since the development of the four Federally funded projects in 1972, we have now 
over 100 Adult Day Health Care Programs operating with Medicaid reimbursement. 
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A directory of both Adult Day llt'iilth and Day Social (Jure I'rotfrmnH, lintin^ M u,ri1 
than (100 proKninm that provide HorviceH each day to almost 12,000 neoplk in 
Hcheduled to l)o publtohed by HCFA this Hummer, A National Adult l)a,y Cure 
Conference mm HUpporteri through a conference tfranl by tho National Center for 
Health Service Research. The final report was completed under the direction of the 
Health Care Financing Administration. This conference served as a catalyst to form 
a National Institute on Adult Day Care under the auspices of the National Council 
oh AKintf. t 

We will continue to carry out demonstration and evaluation projects which focus 
on both health and social problems of the elderly and to provide technical assistance 
to States that express an interest in Adult Day Health Services. 

Mr,. 'Chairman and members of the committee, 1 would be pleased to respond to 
any questions that you may have. 

STATEMENT OF JEFFREY G MERRILL, DIRECTOR, OFFICE OF 
LEGISLATION AND POLICY, HEALTH CARE FINANCING AD- 
MINISTRATION 

Mr, Merrill. I just wanted to mention a couple of things about 
the Health Care Financing Administration's-— HCFA— role in 
Adult Day Health Care Services, and talk .about what we see in 
terms of the future. 

First of all, I want to clarify a couple of things about the cover- 
age under existing HCFA programs, and some of the funding for 
research and demonstrations. , 

As you know, both the medicare and medicaid programs are 
entitlement programs. As long as people receive services covered 
under the programs, and they are eligible, we will pay for those 
services. 

Under the medicaid program we both encourage and support 
States in their efforts to establish Adult Day Health Care pro- 
grams. Presently, we have programs in seven States, and some of 
those States are represented here today. In addition, we are in the 
process of starting programs in a couple of other States, namely 
Kansas and Texas. 

Under medicaid, it is not mandatory to provide Adult Day 
Health Care Services. It is something that the State has at its 
option, and, as I said, some States have chosen to do this. We stand 
ready to help with technical assistance, or any other kind of assist- 
ance, to other States that ar6 interested in providing this service. 

Under the medicare program, We are constrained much more by 
statutory requirements. Medicare Is designed to deal with the prob- 
lems of financing short term acute care .and treatment for the 
elderly and disabled* The long-term care benefit under medicare is 
very limited. There are some skilled nursing facility services pro- 
vided, but this type of care is limited to 100 days in a benefit 
period. There are also home health services provided, with a limita- 
tion on the number of visits, but no intermediate care, and no 
Adult Day Health Care. 

The only way that we can provide these services under medicare 
is through our research and demonstrations efforts. A number of 
these have been discussed already. Under these demonstrations, we 
can provide certain waivers which will allow the coverage of serv- 
ices that are not currently covered under the medicare program. 
The only exception, under medicare, where we cover something 
similar to this would be in terms of day hospitalization, or partial 
hospitalization programs for the mentally ill. Essentially in those 
programs, we consider day care as an outpatient service, and pay 
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lor moat of the services that would be considered part of an Adult 
Day Health Care program. 

We agree very strongly with many of the commonts that have 
been made, and I appreciated Mr. Bram's recent comments that we 
have a lot to learn yet. We are working under very tight budget 
constraints, as you mentioned before, Mr. Chairman, and before we 
extend or expand services we feel we have to have a fairly good 
idea of what the implications of these services are going to be in 
terms of overall cost and cost' effectiveness. In that light, we have 
embarked over the last 8 years on fairly extensive research and 
demonstration projects. In 1972, the Department initiated four 
demonstrations under the auspices of the Administration on Aging 
and the medicaid program. In 1974, we expanded these demonstra- 
tions to a number of other sites authorized under section 222 of 
Public Liw 92-603. Right now we are not focusing on individual 
projects as much. 

Mr. Bonker. You were given authority under what law? 

Mr. Merrill. Under Public Law 92-603. 

Mr. Bonker. To expand? 

Mr. Merrill. To do demonstrations under the medicare program. 

Mr. Bonker. Specifically for day care centers, or just in general? 

Mr. Merrill. No, no, in general. It was an expansion of existing 
authority, but it allowed us to get into the area of Adult Dav 
Health Care. 

Mr. Bonker. What are some of the other demonstration pro- 
grams under that authority? 

Mr. Merrill. We have a number of demonstration projects in 
prospective reimbursement. For instance, in your State we are 
funding experiments involving alternative systems for hospital re- 
imbursement. . 

Mr. Bonker. But in terms of alternative services. 

Mr. Merrill. We have a number of channeling programs that 
are on going. That is what I was just about to mention. 

Mr. Bonker. OK. ' 

Mr. Merrill. What we are interested in looking at is the contin- 
uum of care in terms of long-term care services, whether it be 
institutional or community-base services. What we want to look at 
particularly are community base models which provide for case 
management in the channeling and assessment in referral of serv- 
ices so that a person who enters that system can get the appropri- 
ate services from the appropriate provider. Under our demonstra- 
tion authorities we are now testing that out in a number of sites. 

Uur focus is not simply looking at one of these services, but the 
whole continuum of services, and providing models for the total set 
of long-term care services. On Lok is one of the projects that is 
covered under those demonstrations. 

Mr. Bonker. I rather imagine you are interested in cost effective- 
ness of the programs. 

Mr. Merrill. Absolutely. 

Mr. Bonker. What do you have to say about the cost effective- 
ness of adult care centers, especially in light of Dr. Weissert's 
testimony? - 

Mr. Merrill. Well, some of the demonstrations are going on 
right now and it is a little premature to determine that. Our 



feeling is that there is no one of these services that in in every case 
more or lean expensive thun others, I believe that variable circum- 
stances, such as an individual's level of disability, the support 
services that might be available, other than hpalth services, and 
whether he needs homemaker services, will greatly influence the 
cost of an individual service for that person. Therefore, to say that 
Adult Day Health Care is universally less expensive than institu- 
tional care, or universally more expensive, or less expensive than 
home health services, would very much depend upon the individu- 

11 Mr, Bonker. But that does not really help us as legislators who 
are trying to make good decisions. on scarce Federal dollars as they 
relate to these programs. We have to have some idea of the cost 
effectiveness of these programs, especially if we are introducing 
alternative concepts. We are not going to have many Federal dol- 
lars to appropriate, and should we take away from nursing home 
care, and from some of these others for the clinics? I mean, if you 
cannot provide us with the basis of information so that we can 
make prudent decisions, I am not sure we are going to be effective 
at all. 

Mr. Merrill. What I am saying is that— I agree with you. 

The demonstrations that are under way right now, and the dem- 
onstrations .that have been in existence for a long time are starting 
to provide us some data. What I am saying is that on adding Adult 
Day Health Care as an additional service under medicare, for 
instance, we believe in many ways it would be a very valuable 
thing to do. On the other hand, before we come up here and 
suggest legislation to the Congress, we would like to see under 
what circumstances and under what kind of system, and under 
what kind of reimbursement mechanisms it would be most helpful, 
and most cost effective to provide that service. 

Mr. Bonker. So then, until you have that information, you would 
not recommend that we would expand funding for these programs. 

Mr. Merrill. Under medicaid, where the program is a covered 
service if the Stat.;. decides to exercise that option, we are working 
with the States to do that. Hopefully, with our technical assistance, 
we are helping them to develop a mechanism that is cost effective. 
Under the medicare program, I think right now we are reluctant to 
recommend that that service be covered. 

Mr. Bonker. Well, Mr. Reed said that he was concerned about 
the rigidity, and the limitations on medicaid funding for this pur- 
pose. So obviously, you are moving cautiously. If you were more 
generous with the use of medicaid funds for adult care centers, he 
would not be complaining as he is. ' 

Mr. Merrill. I think Mr. Reed's problems are specifically related 
to some difficulties between HCFA,. and the State of Washington. 
Today was the first I had heard of that problem. I plan to go back 
to find out and try to get back with some response to Mr. Reed. I 
gather that is a unique problem, and it mirtht have to do with some 
early decisions, not current thinking. 

Mr. Bonker; Does that conclude your oponing statement? 

Mr. Merrill. The only other thing I want to say, and I think this 
refers to the other two individuals here with me, is that the De- 
partment, in general, is very concerned about the whole area of 



Adult Day Health Care, and the whole area of lonu«torm caro 
services, both the health caro portion of it, and the social services, 
As a result the Under Secrotary has formed a task forco on long- 
term care to try to look into these various issues, and to advise on 
long-term care policy issues within the Department, One of the 
first stops is that all the long-term ciro research and demonstra- 
tion projects will be coordinated by the Assistant Secretary for 
Planning and Evaluation, which means that they can servo as the 
local point for developing policy in cooperation with other agencies 
within HEW, 

Mr. Bonker. Well, that may be in part an answer to the question 
staff had prepared, and that concerns HFCA technical assistance to 
States that are interested in these programs. Apparently we have 
been unable to t identify a particular person within your agency 
with responsibility for day care, so I guess the question is twofold: 
one, who provides this technical assistance; and two, does such a 
person exist? 

Mr. Merrill. Somebody within the" whole organization— the 
whole organization being HEW, or Health and Human Services it 
is soon to be called— I do not think that person exists, very frankly. 

Mr. Bonker. No wonder Mr, Reed is having problems. 

Mr. Merrill. Within HCFA, I think that there is also a lack of 
coordination, very frankly. Up until 2 years ago, there were two 
separate programs,, the medicare program, and the medicaid pro- 
gram. They were in two different agencies within HEW. It is a 
major step to bring them together to start that coordination. 

Mr. Bonker. Well, I think what this points to is an example of 
how the agencies, through these demonstration grants, have en- 
tered a whole new field, and have developed a constituency, if you 
will, and a program that is without direct congressional approval, 
or authorization, or direction. Most of the time Congress will enact 
legislation to identify and fund programs. In this instance, there is 
no legislative basis for an adult care program, to exist.So obvious- 
ly, in your department, you have not set up. such an office; and 
since there seems to be a kind of frantic shopping around for 
available funds, Federal and State, to support these programs, it is 
being drawn upon from several sources, including your agency, 
Therefore, there is not a single person, or a single program in- 
volved. I really think it would be advisable before you move fur- 
ther, or expand to any greater degree the program, to wait for 
some congressional action so you have more direction, and more of 
an authentic means to carry on the administration of such d pro- 
gram. 

Mr. Merrill. There is one other factor in terms of limited coordi- 
nation I just want to mention. First of all, the programs are au- 
thorized under different statutory provisions. You are absolutely 
correct in saying there is no explicit enabling legislation under 
medicare, or medicaid in this area; but besides that, I think it is 
very important that many of these programs work through States, 
and that the agency within the State that handles the coordination 
is very different for programs under title XX, or under title XIX, 
or under title III of the Older Americans Act. So it is not only in 
terms of the Federal coordination, but I think the statute, and also 
the State s roles make it difficult to coordinate. 
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Mr. Bonker. OK, thank you, Mr. Merrill. 

And now, we hear .from , our second witness. Is it Mike Suzuki? 
Mr. Suzukl Mike is fine. 1 

Mr. Bonker. \That is easier than the first one;, Acting Commis- 
sioner. * 

Do I understand that they have abolished your office? 

Mr. Suzuki. We are planning a restructuring of the Office of 
Human Services. The Administration for Public Services is one of 
the five current administrations in-HDS which administers the 
title XX program. We are haying a series 'of meetings right now 
with central office, and regional staff, relative to the proposed 
restructuring. * 

The function carried out by the Administration for Public Serv- 
ices will be continded by* the Office of the Assistant Secretary, 
Human Development Services. / 

Mr. Bonker. It. is safe to say you work somewhere in HEW. 

Mr. Suzuki. I did when I left. / 

Mr. Bonker. Well, you have 5 minutes, and you may want to 
comment on your own personal survival or the subject at hand. 
[The prepared statement of Mr. SuzukrfolloWs:] 

Prepared Statement of Michio Suzuki, Acting Commissioner, Administra- 
tion for Public Services, Department of Health, Education, and Welfare '* 

Mr. Chairman and members of the committee, I am Michio Suzuki, acting com- 
missioner for the administration for public services; and I appreciate this opportuni- 
ty to speak to you today. States are permitted under the title XX legislation to 
determine what services they will offer to their eligible recipients. Adult day care 
services are offered by 38 states. Under title XX, adult day care services are defined 
as those social services which are provided in a protective setting for a portion of a 
24-hour day to promote social, physical and emotional well'being. However, title XX 
prohibits payment of medical services unless the medical component is an integral 
but subordinate part of adult care. Therefore, medical services are not generally 
offered as part of title XX adult day care programs. 

The title XX annual report to the congress for 1979, indicates that the average 
number of individuals provided adult day care services 'per quarter, by states, was 
36,671. The total cost of all recipients served was $54,203,581. It is estimated that 
expenditures for adult day care .rose by $8.4 million in fiscal year. 1979 over fiscal 
year 1978. Of! the total number served, 39 percent are SSI recipients; 53 percent are 
income eligilijes (that is, those with income below 115 percent of the median income 
of a family ot 4 adjusted for family Size). Adult day care services are not provided to 
individuals without regard to income. It is worth noting .that although f SSI recipi- 
ents receiving" adult day cafe services make up 39 percent of the caseload they 
represent 45 percent of the costs. . 

- The range of activities provided* by states in their adult day care services pro- 
grams include group recreational activities, such as crafts of various sorts, in 
addition to group therapy sessions to deal with problems associated with .the later 
years such as retirement, bereavement, handling stress and anxiety in widowhood 
and depression. These services also include assistance in maintaining a nutrition 
and health maintenance regime; counselling on personal and family relationships, 
and activities to help adult with impairments (strokes, recent heart attacks, etc.) to 
face the necessity of physical medrclnp and rehabilitation. 

Adult 4ay care services in the title XX program, offers an alternative to, or 
prevention of, institutionalization for physically or mentally impaired adults. Such 
services are provided in the form of supervision in a protective community setting 
for a portion of a 24-hour day. ; 

Adult day care services ane not within the adult protective services system. 
However, day care may be one of the services in the' protective system. Day care 
should not be confused with those service mixes which are mustered to help an 
individual remain in his own home such as homemaker services, chore services or 
home delivered meals. Nor should day care be confused with adult foster care 
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services which provide a protective placement for one or several older people with a 
caretaker over a 24 hour period of time. 

.u Th V a i! UB of . aduIt da y care lies in providing social" services over a period of less 
than M hours in a setting away from an individual's own home where that person 
can obtain meals, have. a rfap, participate in such recreational activities as they may 
wish, and mix and mingle with their peers as they wish. 

For fiscal year 1079, eleven states planned to charge fees for provision of adult 
day care services These,.states were: Connecticut, Minnesota, Mississippi, North 
Carolina, North Dakota, Ohio, Oklahoma, Tennessee, Utah, West Virghiia and 
Wisconsin. B ' 

Current information on specific auspices under which adult protective services are 
provided is scanty Adult day care services are provided through senior citizen's 
centers, as part of thurprogram in homes for the aged under sectarian auspices, or 
under other voluntary or "for-profit" agency auspices and in othdr ways. 

In at least one center we know of, the Knowles Center, a 25 year old facility, in 
Nashville, Tenn., adul day care 1S provided as one of the servicbs programs. Other 
fT,i ar M n erS P.™ vuJe . an opportunity for socialization, rest an5 recreation for 
utrltr ¥° st Partiapants are at least ambulatory although some centers that are 
barrier free do accept clients that are wheelchair bound. . 

Currently, states faced with financial stringencies may be considering reducing 
their programs, including adult day care services. There are, as yet, no precise d-ita 
.available. States CASPs for fiscal year 1981 due on October 1? ffiw™ p^Me tta 
—-first clues as to states intentions. . v 

STATEMENT OF MICHIO SUZUKI, ACTING COMMISSIONER AD- 
MINISTRATION FOR PUBLIC SERVICES, DEPARTMENT OF 

healtIi, education, and welfare / 

Mr. Suzuki. I appreciate the opportunity. I will not read the. 
statement which we are submitting on behalf of OHDS, and also 
tor Administration for Public Services, but only highlight the sig- 
nificant portions in view of time limits. Title XX of the Social 
Security Act is the newest of the Social Security Grant In\Aid 
Programs. It provides for grants to States for social services* In 
order to. get a perspective, in fiscal year 1979, 2.9 billion Federal 
dollars was allocated to States for social services. In the current 
fiscal year, because of a lapsing of legislative statutory authority 

Sii U K-n n !rp T f£? d l°- I 2 ' 5 bi ! 1 J ion ' alth °ugh both houses have 
passed bill H.R. 3434, which would raise the ceiling back to $2 7 
billion. • . • 

What I will try to convey is really what is happening relative to 
adult day care , services in the context of title XX. Title XX funds 
are allocated to States on the basis of population, and it really is 
not a grant that is given ahead of time. It reimburses States for 
expenditures for services which the- State is free to select. States 
are not required to offer any specific service, nor are they required 
to serve any particular targiet group. Except for the fact that there 
is a oO-percent rule which says a significant amount of the title XX 
resources must be offered to welfare recipients, the law also pro- 
vides that at least three services must be aimed at the SSI supple- 
mentary security income recipients. States do not have to offer any 
specific service, so that theyare free to select a range of services 
they wish to provide. Of the 51 jurisdictions, that is, the 50 States, 
and the District of Columbia„38 States offer adult day care serv- 
ices. States define the service. We have examined the plans of the 
ol jurisdictions. Adult day care is defined as those social services, 
which are provided in a protective setting for a portion of a 24-hour 

%l? P^ ote social > Physical, and emotional well being. 

litle XX is not a grant mechanism for the funding of medical 
.care. In some instances you cart provide certain medical services 
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\vhen they are integral but subordinate to a social service, so that 
in terms of. a model we tend to think of title XX adult day care as 
perhaps fitting into the social model, as it was called this morning. 

Mr. Bonker. Now, that is pretty interesting, if not revealing. If 
you are concerned about title XX money that is4ntended for social 
services being used for health care, then how do you respond to 
what are obvious examples of this money being used directly for 
health related programs? . 

Mr. Suzuki. Again, if title XX funds are used specifically for 
medical or remedial care health programs; it is fundable only if it 
meets the specific condition that you have a socially focused adult 
jjay care program, and the medical care provided is an integral 
part of the social service. 

Mr. Bonker. That is not what I am hearing. What I am hearing 
is that it is basically a health care program with some of the social 
benefits inherent in it. 

Mr. Suzuki. That may be another model under the medicaid 
program, because medicaid and medicare are really health financ- 
ing mechanisms. 

Mr. Bonker. That is right. 

Mr.' Suzuki. If title XX funds are used that way, they are subject 
to audit. In other words, in some places where you have essentially 
a medical health program, unless it really is a part of a larger 
social services program, that. funding is questionable. 

Mr. Bonker. OK. Well, let me ask you then, Mr. Suzuki, in 
Washington State, the budget for adult day care is $982,000, and 
here is the breakdown from a State sponsored program, the Senior 
Citizen Services Act, $517,000; title XX, $162,462; day treatment, 
$8,721; title XIX, $152,019; client match for this other State pro- 
gram,' $98,280;. private, $43,752.- m . ■ ■ 

Now, that represents the funding sources, of which title XX is 
prominently represented. Now, how do you know whether this^is 
for basically medical, or health-related programs? 

Mr. Suzuki. Again, let nfe point out — I cannot speak to this 
particular example. You IffiQw, I have not looked at Washington 
specifically. I heard about ttlhis morning. But again, take a situa-' 
tion where you have k multiple funding. I cannot speak to this 
Washington State example specifically, but even in a health fo- 
cused program it is possible under title XX for selected social 
services, including adult day care to be funded with the XX money, 
and other health-related activities perhaps funded out of other 
mechanisms. I do not know, and I will be pleased to examine and 
have our staff review thie Washington example. But by and large 
we have the same issue— can I give you the illustration in another 
somewhat related field? 

You have homemaker services funded out of title XX/ and you 
have home health aid funded out of health financing mechanisms. 
Now, at the extremes you can make a pretty clear picture that 
there is no a medical or remedial service on the homemaker side, 
and way over here it is very clear that this person is really getting 
a medical treatment as a part of home health aid service. I would 
concede that as you, get into the middle area,. gray area, it is tough 
at times to make the call as to whether one that is really a health 
financed activity, should be properly on that side of the ledger, or a 
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social service activity. But by and large, in terms of the review that 
we make, and we are constantly reviewing the contracts and the 
programs that we fund, our law says that we cannot fund medical 
care. We have disallowances that run in the millions of dollars in a 
year, relative to the kinds of things we fund. I hope this is not a 
violation of our rules and regulations, but we arel certainly pre- 
pared to look at the Washington model. 

Now, let me just say this, that while in the context of title XX, 
adult day care service, .is not a large portion, it does not even 
achieve 2 percent of our funding; but in terms of dollars, for fiscal 
year 1979 out of title XX, we spent over $54 million for adult day 
'care programs out of title XX in the 1951 jurisdictions. It is less 
than 2 percent, but it is the fastest growing single service propor- 
tionately in the title XX program. Between fiscal year 1978 and 
1979, title XX expenditures for adult day care services increased by 
almost $8.4 million; almost- by a quarter, so it is not a major piece 
by any means, but certainly a significant piece. 

Mr. ; Bonker. Well; what I am hearing is this, that based on 
testimony from earlier witnesses, that when we talk about adult 
day care we are talking primarily about health care, health-related 
care. This is the testimony that came from Ms. Klapfish, and Mr. 
Reed. When I try to make a distinction between the two models, 
she said it was very difficult because they are kind of mixed; but 
basically it was health related. 

Now, I am hearing from you that $54 million goes to help sup- 
port these programs, but according to your policy, or regula- 
tion 

Mr. Suzuki. By law. 

Mr. Bonker. It is questionable whether these funds ought to be 
used to fund programs that are health related. 

Mr. Suzuki. Health related is OK. In other words, they can be 
health related, but I am saying basically medical, or remedial 
health programs are not fundable under title XX. 

Mr. Bonker. Then based on the testimony I have heard today, I 
would have to say that those programs probably are in violation of 
the law which restricts your funding for adult care centers. It also 
seems to me that there is some shopping around for other Federal 
programs that can underwrite adult day care centers. That is why 
there is a lot of pressure now for medicaid and medicare money. It 
seems to me it is a prime example of what happens if the agencies 
take on a new dimension without proper congressional authority 
for either the, program, or the funding; and we are heading toward 
real confusion, and possible violations of law until we can somehow 
bring more coherency and /statutory approval to adult day care ' 
centers. ■ / 

Mr. Suzuki. I understand the point you are making. I would just 
make two comments. One is that neither the Federal law, nor the 
Federal bureaucracy requires any specific service to be provided in 
States. It does not require adult day care be provided in States 
not ' 

Mr. Bonker. I understand. You made that point. 

Mr. Suzuki. Also it really is up to State option. It is this point I 
felt that I wanted to share with you that when 51 plans came in at 
the beginning of title XX in 1975, we had, I think 1,313 different 

1 
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services named under title XX. It is out of that wide range— many 
of them were called different things— that States defined their 
services. There are now probably about 50 different social services 
that are funded in States across the country, and I just wanted to 
point out that out of that major group there are a number ,of those 
like adult day care that States are selecting to spend additional 
funds on. 

The otherpoint that some of my colleagues are pointing out to 
me, and ffffmk it is a point that should be mentioned, is that in 
terms of title XX a significant population needing this service is 
the mentally retarded, and mentally handicapped population. 
There again, it is up to the State as to how they wish to target the 
adult day care that they offer. It is up to senior citizen centers, 
which target group they want to direct their adult day care pro- 
grams toward. But again, I'just share what is happening in the 
context of title XX. In terms of the choice though, and although we 
have not had 1980 data relative to 1979 on adult day care, therS 
seems to be an increasing growth in this service although it' is a 
small one Within the larger social service program under title XX: 

Mr. Bonker. But it is growing all the time. 

Mr. Suzuki. It is growing. 

Mr. Bonker. I think that it would be a good idea if you would 
submit to the committee the statute which prohibits, or restricts 
your contributions to programs that are exclusively, or predomi- 
nately for health activities. :. 

Mr. Suzuki. Certainly, title XX statute. 

Mr Bonker. And also your analysis as to how they relate to 
your funding of adult day care centers. 

[The following information was subsequently received from Mr. 
Suzuki:] 

1. Describe the statute which prohibits or restricts your contributions to programs 
that are exclusively, or predominantly for health activities. (Line 3502.) 

Answer. Title XX, Section 2002 (a)(7) 

"(7) No payment may be made under this section to any state with respect to any 
expenditure 

(A) for the provision of medical or any other remedial care, other than family 
planning services, unless it is an integral but subordinate part of a service described 
in paragraph (1) of this subsection and Federal financial participation with respect 
to the expenditure is not available under the plan of the State approved under title 
XX;" ' 

2. And, also, your analysis as to how they relate to your funding of adult day care 
centers. _ KT 

Answer. See Report from Committee on Ways and Means of the House Report No. 
93-1490, 93rd Congress, 2nd Session, dajedvl^ov. 22, 1974, Page 7, which identifies a 
list of prohibited activities, among them 'funding of.medical services. 

This report covers the Bill which later became title XX. The report points out 
that funding medical services, with the exception of family planning services and of 
integral and subordinate medical aspects of a service directed at one of the five 
goals, is prohibited. ' . 

The Bill specifically prohibits social service funds to be used for medical services 
for which the individual lias Medicare coverage or which are available under the 
Medicaid plan. This provision is intended^to avoid the dispersion of funds destined 
for social services to other service programs for which other sources of funding is 
more appropriate. , 

Specifically, the provision precludes States from claiming reimbursement under 
social services, which has a 75 percent Federal match, for services more appropriate- 
ly covered under title XIX, which, for many States, the matching ratr is less 
favorable. 

2. (Would you, submit) your analysis as to how they relate to your funding of adult 
day care centers. (Line 3507-8.) . 
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Analysis. Adult Day Care Services, provided in a health facility under the direc- 
tion ol a physician where the service is medically prescribed, w/uld be considered a 
health activity and would not be eligible for dtle XX fundi'i';. (Medical model ) 

Adult Day Care Services, funded by. title XX. as a social ser/ic-, may be provided 
at a free standing Adult Day Care Center, or <* Senior Center. Since participants in 
an Adult Day Care Services prog.am are at risk because of some impairment in 
functioning, the adult day care services an. provided in a protective setting, under 
supervision for a portion of a 2'1-hour day. (See M.S. testimony. Page 2, Paragraph 2,- 
2nd sentence.) The focus of activities are directed towards promoting the social! 
physical and emotional well-being of 'he participants. (Socia modelJ Any medical 
or remedial care which might be provided as part of \dult Day Care Services in the 
social model can only be funded when such medical or remedial care are evidently, 
an integral but subordinate part of the social service program. 

Mr. Bonker. I hate to move on to the next witness because this 
information is so important, but I am under some time restraints 
and we will have to adjourn the Committee in a few minuter so I 
would like to move now to the third witness on the panel, Kathryn 
Morrison, who is the Deputy Commissioner on Aging.. That office is 
still in effect, I assume. 

Ms. Morrison. Yes, it is. 

Mr. Bonker. OK, Administration on Aging, with the Department 
. ol Health and Human Services. 

You can be the anchor person. You can have the last word today. 
"[The preparedstatement of Ms. Morrison follows:] 

Prepared Statement of Kathryn Morrison, for Robert Benedict, Com- 
mission eh, Administration on Ai;ing; Human Development Services • 

Mr. Chairman, and committee members, I am Kathryn Morrison, Deputy Com- 
missioner for the Administration on Aging, and . I am pleased to resond to your 
invitation to discuss adult day care on behalf of Commissioner Robert Benedict. 
Adult day care is well recognized as a service that can prevent, shorten, or delay the 
need lor institutional care or expand care choices available to families. 

The AOA support adult day care in several ways. Under the^Older Americans 
Act it provides title III-B funds for support of adult day care services. It provides 
funds for the operation of senior centers in which many adult day care programs 
are located. In some instances, adult day care residents participate in congregate 
nutrition programs. 

Currently, 1~> States report that they have adult day care funded either through 
title XIX or title XX or title III dollars. Of these, 1!) States report using title III 
dollars, tor example, there are (>!) day care centers supported by title III in' the 
States represented by .members of this subcommittee. Thirty-four of those are in 
senior centers. ;. . 

Mr. Chairman, I would like to report on some of the more important and innova- 
tive projects that the AOA has supported. Let me describe for you, an example 
where title III funds (together with other Federal resources) are playing a signifi- 
cant role in assisting day care. In Dade County. Florida, there are currently seven 
day care centers, four of which are sponsored by the Dade County elderly services 
division and use titile III funds. These four centers serve 270 clients a month. 

Of the older persons who receive such services, 00 percent are at or below the 
poverty level. In some cases, older persons volunteer in each of these centers to help * 
those who are less able. Families are involved as volunteers as well Each center 
provides hot meals, transportation services, health Screening and education, and 




servicv division provides for home visits. This is an example where title III funds 
provide an important care choice for older persons and their families. 
uiTii a£ has invested $-1.2 million in model day care projects between 1972 and 
UW. Inese model projects cover a range of day care concerns. Let me cite just a 
lew: Ihe Burke rehabilitation center project, a day hospital, was funded to deter- 
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their interest in themselves and others, by group activities which require interper- 
sonal communication. 

A grant awarded to Case Western Reserve University in Cleveland, Ohio, focused 
on both physically and mentally impaired older persons. This project not only 
provided services to the frail elderly, but also to the family and to older volunteers 
to active mutual help. 

The On Lok Senior Health Services program in San Francisco, California, is a 
pioneer in the field of adult day care designed to adapt to the ethnic and cultural 
backgrounds of Filipino, Chinese, and Italian older persons. 

A Lockport, New York, project demonstrated the feasiblity of integrating severly 
and moderately impaired older person within th structure of a multipurpose senior 
center program. A project in Wichita, Kansas, has shown that adult day care 
services can be provided in rural areas, by using an existing nursing home. Public 
and private replication of these models has contributed to the growth from 15 
programs nationally in 1974 to an estimated 600 in 1980. 

There remain a number of questions about the provision of day care, including 
issues of funding, cost of services, and variety of service models and the mix of 
services. The AOA is currently investing research dollars in identifying answers to 
some of these problems. For example, we will receive in the next few months an 
assessment of the cost of alternative levels of care, and a comparison of benefits 
received in day care centers, day hospitals, nursing homes, and domiciliary care 
arrangements. 

Additionally, AOA provides funds for training service providers and State and 
area agencies personnel involved with providing adult day care\ 

The 1978 amendments contains a new provision, section 422, special projects in 
comprehensive long term care. The AOA together with the health care financing 
administration is launching a' major demonstration program this year which will 
include adult day care as an important service element. 

. Mr. Chairman, this concludes my prepared remarks. I would be happy to answer 
any questions you may have. 

STATEMENT OF KATHRYN M. MORRISON, DEPUTY COMMIS- 
SIONER, ADMINISTRATION ON AGING, DEPARTMENT OF 
HEALTH, EDUCATION, AND WELFARE 

Ms. Morrison. Thank you very much, Mr. Chairman. 

I would like to just summarize very quickly some comments 
about the program within AoA. 

Under title III of our law, money is distributed in States to area 
agencies which have a wide4atitude in the kind of programs they 
choose. They may choose tc^ haye a day care program, or to provide 
partial funding for such/a program. In fact, 19 States chose to do 
that. In most of these biases we are talking about partial funding, 
or the initial funding/for such, a program. Whereas the gentleman 
on my right is speaking billions of dollars, we speak in millions of 
dollars at the Administration on Aging. However, we are flexible 
on money. We have fewer restrictions in terms of the kinds of 
services that we can provide, and fewer limitations on the popula- 
tion eligible than either XIX or XX. 

We have, over the last several years, also funded a number of 
demonstrations. About $4 million worth of demonstrations with the 
discretionary money that we have available to us. I would just like 
to mention a few of them quickly, because I think they illustrate 
some things that you. were commenting on before. We did provide, 
and still do provide some of the money for On Lok. This is * 
separate facility for, day care, and it now pre Tides a continuum of 
care. We have provided money for Lok Port, a day care service 
located in senior centers. They found that it was necessary to 
increase their senior center staffs substantially so they could pro- 
vide the services that were necessary for this kind of a function. 
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We also, right now we are funding a project in Wichita, located 
in a nursing home. So again, it is making use of the facility that is 
there, putting another kind of service in it. 

Here, I would just like to mention something that I learned 
while I was in Wisconsin and sat on a committee that determined 
medicaid rates. When we went through the process of calculating 
the rates, we would assign a specific amount of time per person per 
day for occupational therapy or other services. A fee was associated 
with each. This approach was used to build the cost, so that if you 
were to introduce a new group of people and services into that 
facility, it would be necessary to pay extra for the staff. Because of 
• physical facilities, and because of location, particularly in rural 
areas, it might be a very wise place to locate day care services, in 
nursing homes and senior centers, but -it will not be done without 
additional resources. 

We are in the process now of doing some research to find out the 
differential of costs in the various sorts of care: care in nursing 
homes, care in domicilliary homes, care in day care, and in-home 
care, so that we can begin, to add to the kind of information that 
Mr. Weissert has, and begin to develop a body of information about 
the cost. 

We 'are also associated with HCFA in the demonstrations on 
long-term care. Originally we had 10 million, I guess we are down 
to 7.5 million now, to donate to that effort, and- you™ have 8, I 
believe. ; : — 

MrT Merrill. We are down, too. 

Ms. Morrison. Part of the demonstration will be with regard to 
day care. It involves the whole continuum of care, one of the parts 
of which is day care. Out of that demonstration will come some 
information about the various kinds of costs. 

I guess I would just like to say that our States, and our agencies 
have found it worthwhile to fund day care. They do have the choice 
of whether or not . to do it. It is an allowed service, it is not a 
mandated service. They have found it wise to do that; 

We have had several ..demonstrations which no longer receive 
AOA funding. They still are funded.. They are still cpntinuing. 
They are part of the group, I think you could properly say are 
scrambling for title XX and title. XIX funding, but they still have 
managed to exist. * 

We are also involved in more demonstrations with regard to the 
whole continuum^oj care. We see this as a valid part of that 
continuum. 

Thank you. 

Mr. Bonker. Thank you, and I would like to thank each of you 
for excellent testimony Ihis afternoon. I am sorry more of my 
colleagues are not here because it is an important subject, and the 
record will be held open for a few . additional days if you want to 
respond to some of tfr* comments or questions that have been 
raised here. 

I may ask the chairman to conduct another afternoon of hear- 
ings, at least so we can hear from the administration witnesses, 
because I think the prog-am has reached a stage where we are 
either going to expand it ai\d authorize greater levels of funding, or r 
we are not. If it is a valid program worth our attention, and 'it is 
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competitive with other programs, then I think Congress ought to 
express itself accordingly, but I do not. think that the agencies 
ht to move much beyond where they are until Congress has 
a* i /.en on the matter. 

Think you, once again for coming, and to the audience for your 
patience for the various chairmen, and the interruptions that we 
have had today. 

The subcommittee will stand adjourned. 

[Whereupon, the hearing was adjourned at 3:25 p.m.] 
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April 23, 1980. . 

From: Joanne Jackson Yelenik. 

To: Subcommittee on Health and Long-Term Care of the' Committee on Aging. 

Please accept along with a copy of my oral statement and enclosed written 
documents 1 a review of a book entitled, "Unloving Care," which explores the 
ineffectiveness of Nursing Home~Care facilities, and the extent to which this kind of 
care is forced upon families by governmental and medical systems. Also I am giving 
the Committee a copy of a law passed in January of this year by the State 
Legislature of California seeking to address and rectify the prejudices of financial 
aid and medical insurance systems as they affect sufferers of chronic brain damage 
related illnesses. 

Thank you. 

Impersonal Caretakers 
(By Paul Starr) 

Some problems in society exist for reasons beyond our conscious control; others 
are quite clearly of our own making. Before reading Bruce Vladeck's new study I 
would have put nursing homes in the former„category.„ I. would. have thought-that,— 
aL bottom,-their-shabby conditions,- their'impersonahty, their routine indifference^ 
and isolation were the prpductjjf^ome^ihescapable currents in oursoctety, such as 

~ the ~declihe"6F the extended family, or the consequence of some deep-set patterns in 
our culture,, such as the infatuation with youth and the horror of old* age, or 
perhaps the result of some irremediable defect of the human soul that makes us 
deny death and shun the dying. 

But, as Mr. Vladeck's study makes clear, the development of the nursing home 
industry was almost.entirely the product of recent public policy. Nursing homes are 
not institutions that have been with us since time immemorial. Even two decades 
ago they were not nearly as widespread as they are today. As of 1963, there were 
about half a million nursing home beds; now, thanks to Medicare and Medicaid 
policies and the failure to develop adequate alternatives, there are a million and a 
quarter. At present rates, one of every five of us who lives past 65 will spend time in 
a nursing home—many needlessly, and at huge expense to society. As of 1977, Mr. 
Vladeck reports, we were spending more than $12 billion a year on nursing homes. 
In the absence of any major changes in policy, according to a Congressional Budget 
Office study, that figure will rise to $22 billion by 1985. And at the start of the next 
century, when the elderly dramatically increase .as a proportion of the population, 
we will need still vastly greater sums to support what is, even at best, a form of 
impersonal caretaking universally regarded with dread. \ 

The prospects are sobering. Yet rather than give us just\another investigation of 
deplorable conditions in nursing homes, Mr. Vladeck— a political scientist by train- 
ing and now an assistant commissioner of the New JerseV §jtate Department of 

' Health—has chosen to address the sources of failure and the possibilities for change 
by , exploring the history and politics of the nursing home industry. The result is an 
analysis more powerful in its impact and more profound in its implications than a 
muckraking expose. For what is at issue here isr not the callous greed of a few 
unscrupulous speculators, but rather the failure of government to deal intelligently 
with a problem of broad human and financial dimensions or to care decently for 
weak and defenseless people. 

Mr. Vladeck, however, is not among those who attribute government failure to 
the natural incompetence of public officials, so often contrasted with the presumed 
genius of private management and the wonders of the free market. Nor does he 
ascribe failure merely to the predominance of proprietary, as opposed to nonprofit, 
facilities, although he acknowledges that the proprietary homes have been the 
source of the worst abuses. The picture is far more complex. What emerges in 
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Michael Barnes enclosed herein. 
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Unloving Care" is a devastating critique of policies of rational cost minimization 
that have relied on the private sector to provide services and on government to 
correct deficiencies through incentives and regulations. i 

Nursing homes received their impetus in the 1960's partly from the false belief 
that moving patients out of hospitals into less expensive nursing facilities would 
reduce the costs of hospitalization. (In fact, longer institutionalization in nursing 
homes offsets the savings from shorter hospital stays.) Subsequently, nursing homes 
themselves were divided into two classes ("skilled nursing facilities and "intermedi- 
ate care facilities"), supposedly corresponding to different levels and costs of care. 
But as Mr. Vladeck observes, the economies that such measures were supposed to 
yield by matching services to needs never materialized, except perhaps from the fact 
that transferring old and frail people from one institution to another tends to kill 
them off at a higher rate. Policy makers, chasing after illusory efficiencies, were 
oblivious to the real human misery their reforms were causing. 

Perhaps none of their illusions have been more powerful than what might be 
called the mythology of incentives." Instead of providing services directly, govern- 
ment in recent years has more often contracted with profit-making firms and relied 
on systems of incentives to maintain quality and control costs. It is not an exaggera- 
li ? n 1° sug^t that this faith in private action and the effectiveness of incentives, 
which Charles Schultze several years ago called "the public use of private inter- 
ests," is now the dominant ideology of American public policy. 

In the case of nursing homes, the problems with this approach should have been 
evident from the ouu*et. It is difficult, if not impossible, for government to measure 
the quality of the services it is buying, much less for the residents of nursing homes 
to act as informed consumers. Sometime the methods of-reimbursement for nursing 
care were too complex and changed too often to produce the results expected of 
them. But often, private nursing home operatiors simply outwitted the system. The 
theory of incentives presumes that private entrepreneurs can be led about by their 
noses by cleverly designed incentives. What frequently happened, however, was that 
nursing home operators manipulated the reimbursement system and milked it for 
all it was worth. 

Of course, some state governments did not even try to create incentives for high 
quality services through their methods of payment. In some states, Mr. Vladeck 
writes, nursing homes, like medieval armies, were basically given "subsistence" plus 
all they could steal." 

A further source of failure might be termed "the bias of regulation." As Mr. 
Vladeck points out, insofar as measurable "inputs" are important, regulation can 
effectively improve performance, but when the relevant "inputs" are less measur- 
able, regulation doesn't work. Regulation works best when "engineering content" is 
high, so regulatory measures did succeed in accomplishing some objective, such as 
making nursing homes relatively fireproof. But regulation does not deal effectively 
with the human relationships that determine whether nursing homes are decent 
places to live. 

Among the actions that Mr. Vladeck would take to improve nursing homes would 
be to reqaire that they be open to outsiders, such its volunteers, who could exercise 
the vigilance that residents cannot exercise for themselves. And, recognizing that 
perhaps 50 percent of nursing home residents don't need to be there, Mr. Vladeck 
would, over time, close down half of the industry's capacity and use the resources to 
expand sheltered housing and home health services. (Sheltered housing* unlike 
nursing homes, allows residents to maintain their own apartments, but provides 
services and assistance nearby.) All these programs would be financed through 
community agencies with fixed budgets for long-term care, which would act as 
gatekeepers to prevent a run on the public treasury. The result would be to -move 
the country toward the kind of home-based geriatric services that the British have 
developed. . 

Radical as these measures sound, they may not go deep enough. To shift from 
nursing homes to sheltered housing may turn out to be only another change in 
nomenclature, if no attempt is made to relieve the social isolation of the aged poor. 
Watching television in sheltered housing' may be no better than watching television 
in nursing homes. Social policy has to concern itself increasingly with the social 
relations that sustain well-being; considerable evidence now suggests that the vital- 
ity of family and friendship networks has a dramatic effect on health. We need to 
find ways to strengthen those human relations, instead of relying on regulated 
entrepreneurs to provide substitutes for missing homes and moral communities. 

Assembly Bill No. 1043— Chapter 1058 

An act to add an article-heading immediately preceding Section 446 of and to add " 
Article 2 (commencing with Section 447) to Part 1.95 of Division 1 of, the Health 
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and Safety Code, relating to brain-damaged persons, and making an appropriation 
therefor. ' 

(Approved by Governor, September 27. 1970. Filed with Secretary of State, September 28, 197!).] 
• LEGISLATIVE COUNSEL^ DIGEST 

AB 1043 Agnos. Brain-damaged persons; pilot project. 

Under existing law there are no programs that specifically provide services and 
financial assistance for brain-damaged persons. 

This bill would require the Director of Mental Health to establish a one^ar pilot 
project for such persons by contracting with an appropriate nonprofit community 
agency to conduct a program providing 'for diagnostic services, in-home support 
services, out-of-home services, and counseling and legal services. 

The bill would require the director to use any available funds and would appropri- 
ate an additional $250,000 for such purposes. 

The bill would also require the director to make a report to the Legislature on the 
pilot project, as specified. 
, Appropriation: yes. 

The people of the State of California do enact as follows: 

Section 1. An article heading is added immediately preceding Section 446 of the 
Health and Safety Code, to read: 

Article 1. General Provisions 

Sec. 2. Article 2 (commencing with section 447) is added to Part 1.95 of Division 1 
of the Health and Safety Code, to read: 

Article 2. Pilot Project for Brain-Damaged Persons 

447. It has come to the attention of the Legislature that: 

(a) State public policy discriminates against brain-damaged adults. 

(b) Brain damage is often a long-term chronic illness, the costs of which are most 
often not covered by health insurance or existing government assistance programs. 

(c) Financial assistance is not available until after families have struggled to care 
for family members and exhausted their own financial resources. 

(d) If brain damage is diagnosed as a mental disorder, financial liability is signifi- 
cantly less onerous. 

(e) Separable and less onerous financial liability already exists for programs 
serving the developmental^ disabled and crippled children even though the medical 
and treatment needs may be identical to those of brain-damaged persons. 

(0 The term brain damage is broad in scope and covers a wide range of organic 
and neurological disorders. ,r. 

(g) Services required by brain-damaged persons often cross the service line of a 
number of different programs. 

447.1. It is the intent of the Legislature to establish a pilot project to: 

(a) Assist families in securing services, information, and counseling necessary for 
the care of brain-damaged family members. 

(b) Coordinate funding and services among state departments and programs in 
order to provide an integrated program and single service access for persons with 
brain damage. , 

(c) Facilitate the integration of existing funds and services for persons with brain 
damage. 

447.2. The Director of Mental Health/ herein referred to as director, shall admin- 
ister this article and establish such rules, regulations, and standards, as the director 
deems necessary in carrying out the provisions of this article. 

447.3. The director shall establish a pilot project to be conducted by contract with 
an appropriate nonprofit community agency to integrate services and funds for 
persons with brain damage. 

447.4. In choosing an appropriate nonprofit community agency to conduct the 
pilot project, the director shall give priority to the following: 

(a) An agency which has previously provided information and support services to 
families of brain-damaged persons within a population area or county of at least 
500,000 persons. 

(b) An agency which "includes family members of persons with brain damage on its 
governing board or advisory boards. 

(c) An agency which has shown a capacity to address the needs of brain-damaged 
persons and their families. 

447.5 The Agency conducting the pilot project shall provide the following services: 
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(a) In-home support services shall be provided by the pilot project through the 
establishment of a client voucher system. The voucher system should be available to 
family members, in lieu of cash assistance, to reimburse for a wide variety of in- 
home services, as specified in Sections 12300 and 14132 of the Welfare and Institu- 

, tions Code, including but not limited to, the following: 1 
• (1) Nursing services. 

(2) Housekeeping services. 

(3) Home health services. 

(4) Attendant care. 

(5) Transportation. 

(6) Respite care. » 

(b) If additional funding from sources other than the General Fund appropriation 
contained in the act by which this article is enacted become available, the pilot 
project under this article shall provide additional services in the following order of 
priority: . " 

(1) Adult day health care services. 

(2) Diagnostic services. 

(3) Out-of-home 24-hour skilled nursing services. 

(c) The pilot project shall provide legal, financial, and postdiagnostic family sup- 
port counseling, information about services to persons with brain damage, and 
overall project administration. The pilot project may provide such services directly 
or by contract. J 

447.6. The director shall establish criteria for program eligibility for persons with 
brain damage, including financial liability pursuant to Section 447.7. The director 
shall assume coordination of existing funds and services for persons with brain 
damage, and for the purchase of in-home services through the client voucher system 
described in subdivision (b) of Section 447.5. with other departments that may serve 
persons with brain damage, including the Department of Rehabilitation; the State 
Uepartmenfc.of Health Services, the State Department of Social Services, and the 
btate Department of Developmental Services. 

447.7. The parent, spouse, or child of a person receiving services under this article 
or the person receiving the services may be required to contribute to the cost of 
services depending upon their ability to pay, but not to exceed the actual cost 
thereof, as determined by the director. 

447.8. In considering total funds available for the pn.y. l. the director shall utilize 
funding available from appropriate state departmentc, including, but not limited to- 
the State Department of Health Services, the State Department of Social Services, 
and the Department of Rehabilitation. Funding for services not available from 
ex i S ^n g Br L ograms shal J P rovided from the appropriation contained in this article. 

447.9. The pilot project under this article shall be limited to one year and the 
director shall evaluate the success of the pilot project. The director shall report such 
evaluation to the Legislature, not less than three months following the completion 
of the pilot project, and the findings of the evaluation shall address at least the 
following: 

ices* R need. for institutionalized services by providing in-home support serv- 

(b) Number of persons in skilled -nursing facilities who transfer to less dependent 
24-hour care settings. . 

SEC.3. The sunrof two hundred fifty thousand dollars ($250,000) is hereby appro- 
priated- from the General Fund to the Director of Mental Health for expenditure 
during the 1979-80 and 1980-81 fiscal years for the purposes of Article 2 (commenc- 
ing with Section 447) .of Part 1.95 of Division 1 of the Health and Safety Code, 
provided the* a sum not to exceed thirty thousand dollars ($30,000) of such amount 
shall be expended by the department for , the adminstration of the pilot project 
established pursuant to Section 447.3 of the Health and Safety Code. Such funds are 
in addition to other available funds for services provided in such article. 

Prepared Testimony of Joanne Jackson Yelenik 

The material enclosed chronicles some of the history of my family as it relates to 
the matter pf the support and care of my father. Harry Jackson, through the period 
of the last'two years of his seven long years suffering from Alzheimer's Disease. 

I respectfully request that this material which includes the following information 
be included as part of my testimony before the Hearing of the Subcommittee on 
Health and Long Term Care: 

Washington Post Article on Harry and Bessie Jackson, January 31. 1980 Mary- 
land Section. i 
jg^ggp of Leek 10 '"™ Recommendations to Congressman Michael Barnes,"March 
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Letter to Bessie Jackson from Congressman Claude Pepper, March 11 1980 
Letter to Mr. Phil Donahue, March 16, 1980. 

Letter to Ms. Dorothy Gilliam, WashihgtoriPost, December 21, 1979. 

Letter to Medical and Social Service peopleworking with the case. 

Letter of a copy of correspondence of Jim MacRae of the Support Center, Inc., 
Wheaton, Maryland tp Mr. Curtis Vanover of the Department of Social Services, 
Montgomery County, December 18, 1979. 

Newsletter of Alzheimer's Association, Rockville, Ma\Branch. 

Newstetter of Alzheimer's Disease Association of Maryland Sponsored by the 
T. Rowe and Elanor Price Center for Dementia, The Johns Hopkins University 
School of Medicine, The Johns Hopkins Hospital. \ 

I hope in the near future to submit additionaLmateriaLto the Committee relating 
to the care and treatment of Alzheimer's Disease and to the type of Social Service 
and Medical Care Services that are most needed. 

Thank you for your attention. \ 

Battling the IrreversibleEkfects of Alzheimer's Disease 
(By Janet Cooke) 

When Harry Jackson was younger, he was: a skilled electrician and craftsman 
who built and repaired a variety of machines. The work was both his livelihood and 
pleasure. He was, according to his family, convivial and gregarious. 

Today, he is a fragile and silent man who sits quietly on the sofa and watches 
daytime television programs. A victim of Alzheimer's disease, he bears little resem- 
blance to the person described by those who knew him in other days. 

But Jackson remains an important part of his family, whose members are strug- 
gling to permit him to pass his remaining days with grace and dignity. / 

Alzheimer's disease is an irreversible and untreatable disorder that causes a 
gradual loss of intellectual and physical capabilities, according to Dr. Robert Butler 
of the National Institute on Aging. In its final stages, the patient may become 
unable to recognize anyone— including himself. 

Alzheimer's is "one form, of what was once called senility,*' said Butler, who added 
that while the disease is always fatal, death is almost never swift. 

He estimates that nearly half the patients in nursing homes in the United States 
are victims of Alzheimer's. /' 

And then there are the people like Harry Jackson, whose families want to care 
for them at home. Bessie Jackson, his wife of 40 years, and their daughter and son- 
in-law, Joanne and Ron Yelenik, say they did not consider any other alternative 
from the beginning of Jackson's illness. Although Mrs. Jackspn and the Yeleniks do 
not regret their decision, they have discovered that it is a grueling one to live with. 

Jackson, who is in his mid-70s, lost the ability to speak nearly six years ago, and 
must have help with nearly all routine, day-to-day activities. 

Health care experts agree that home care.is less costly than institutional care, " 
but say re is little public aid available to families like the Jacksons who want to 
nun-t ;:nd a^ing relatives at home. 

"I ,n>. Mzed, ' said Mrs. Jackson. "I could get all kinds of help if I wanted to put 
him awa But for the most logical thing -here, for keeping him in familiar sur- 
roundings where he is loved; there is not a penny." 

"I'm so angry," she continued. "You hear a lot of talk about keeping your loved 
ones at home, but basicially, I think that doctors, agencies, and governments are very 
insensitive to the whole thing. 

"When Harry began to be really ill, the first thing they would ask me was if I had 
made any -plans. What they meant was, had I though about putting him in a 
nursing home. Listen, this is a man I've loved and lived with for 40 years, and I 
expect to do more for him than stuff him into the corner of some institution at the 
time when he needs me most." 

Mrs. Jackson has sought help from the Montgomery County Department of Social 
Services, hoping for the aid of a homemaker for six or 'eight hours each day. Such 
help would free her for routine chores outside the home and for a partial return to 
a life of her own, she said. The department has provided a homemaker who helps 
out two hours a day on two days each week. 

While her daughter Joanne says that Mrs. Jackson is- "almost inordinately grate- 
ful for any help that she gets," the four hours a week are not enough. She lives an 
exhausting and sad life, watching her husband fade away, and passing the time 
without friends, without diversion, and without laughter. 

"We knew a lot of people back in New York," said Mrs. Jackson, who moved to 
Rockville two years ago to be near her daughter. "I "have met some very nice. people 

. / ' ' 
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hen?. But 1 can't g out, and, with n few exceptions, people can't come in. It's just 
too depressing for them." 

Befort* a serious decline in his health last month, Jackson attended a day-cure 
program for the elderly offered by Support Center Inc. in Silver Spring. He partici- 
pated twice a week, for five hours at a time. 

The director of -Support Center, Jim MacRae, said he is very worried about Mrs. 
Jackson, because, "she needs all of the help that she can get. Most of the time, she's 
just exhausted." MacRae acknowledged that "there are only a limited number of 
services available'" and said he believes the county Department of Social .Services 
"is probably doing all that it can right now." 

Jack Hilancl, associate director of the department, said that a maximum o£ 20 
hours of service weekly is "the best we could ever do" in a case such as the 
Jacksons'. He said a lack of manpower, rather than lack of funds, is the problem. 

"It's ironic," said Hiland. "We're one of the wealthiest little communities around, 

and we still can't get it together to get the services." * . 

- l The Jaeksons live on a fixed irKome.and although they have, managed to pay the 
staggering medical' bills that haie accumulated over the years^Mrs. Jackson said 
nhc cannot afford to hire someoJe to take care of her husband eight hours a day. 

Nancy L. Mace, center coordinator of the Alzheimer's disease association of Mary- 
land at Johns Hopkins University said that home support systems are underfunded 
even though they are significantly Jess expensive than the cost of care in institu- 
tions. 

"Funding for home care of the sick and elderly is just not a politically attractive 
issue and there is not enough public recognition or awareness of the problem," she 
said. 

Mace said some form of assistance is crucial for families who care for Alzheimer's 
victims at home because "some life of one's own is a serious issue here. Some of 
these people just never leave the house. In essence, they've really lost their partner, 
but the whole process of grieving has to be delayed, because although he's gone, he 
isn't dead." 

The association, which was formed last fall, has four main goals: patient care, 
family support, research and education. Mace says that more support for at-home 
care can only come with increased public awareness that what was once dismissed 
as "senility" oftfn is a serious physical problem. ? 

Dr. Matthew Taybeck, director of the Maryland Office on Aging, believes that the 
public ought to be willing to give more support to families who want to take on the 
burden of caring for their elderly at home. If that support is not equal, it should at 
least approach what we're- willing to give to institutions." 

Taybeck cited the newly developed Family Assistance Demonstration Program as 
one way the state is trying to help families who care for the elderly at home. 

Using a complex formula to determine the difference between the care a family 
can af ford, and the actual cost of the care required, the state has set up a system for 
payments. The maximum amount a family can receive in one year is $2,000. 

But even if this pilot program—currently covering. 40 Maryland families, 13 of 
them in Montgorflery^County— is a success, its restrictions will exclude Bessie Jack- 
son and others like her from assistance. Family, as the program's regulations define 
it, does not include the sick person's spouse. , / 

Taybeck admits that this is ludicrous, but said, "The public policy notioii remains 
that it is the duty of the spouse to provide J3uch care. Perhaps as this notion and 
public awareness, evolve* the rules can be changed." ' 

It may already.be too late for Bessie and Henry Jackson. Recently, Mr. Jackson 
fell in his apartment and suffered a broken hip. He is hospitalized and according to 
his doctor, Allen Mondzac, learning 19 walk again will be "an excruciating, if not 
impossible" task for him/ 

Mondzac believes that patients like Jackson receive better care at home— if they 
have the kind of dedicated family that Jackson has. 

But now, he said, Mrs. Jackson may be forced to consider a nursing home, because 
the physical burden of caring for her husband 'in his present condition "is simply 
too much for any one. two or three, people." f ^ 

. _ , Rockville, Md., March 16, 1980. 

Congressman M. Barnes, 
U,S. Congress. 
Washington* D.C. 

Dear Congressman Barnes: In accordance with our meeting on February 21, 
11)80, 1 am sending you my suggestions relating to the improwment of the medical 
and Social Care* Services conditions for those suffering from Alzheimer's Disease 
and their families trying to provide them with loving and efficient care. 
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I am uIho forwarding' to Senator Pepper and to Phil Ponahue cu. r '*itS8 of these 
suggestions. It is my hope that Congress can address these matters through appro- 
priate legislation and that Mr, Donahue 'perhaps can raise the ihV.iia»n».'W of the 
public by discussing the illness and its effects on families and on soc'tMy. 

Here are my suggestions: 

I. That families caring for those with Alzheimer's Disease should he subsidizes 
individually in equal parts as would u Nursing Home facility. 

Z. That Medicare should include Coverage of Chronic and CustodiaJ Care Needs. 

tf. That the umount of time provided by Sociul Service Homerriiij*crs be increased 
to a reasonable amount of time dependent on* need and circumstances. That the 
seriousness of this type of Support be made cleur. 

4. That increased Day Care Centers for Senior Citizens be established with special 
attention being paid to the particular needs of Alzheimer's sufferers. 

5. That Night Homemuker Care be provided as night time care is almost always 
■the most needed-and -always -excluded -from Homemaker Services as they presently 
exist. 1 

15. That money for Research into Alzheimer's Diseuse be allocated in the hope that 
a cure or a treatment can be found. 

7. That the Medical nnd Social Service professions be educated specifically as to 
the decent und humane treatment of patients with debilitating brain damage dis- 
ease and of their families. That it be made eminently clear that adults suddenly 
afflicted with this illness in their adulthood when they are and have ulwuys been 
fully capable, functioning* und independent individuals are neither children nor 
pets. They arc sick people with special needs and fenrs specifically related to the 
changes that are occurring within their minds and their bodies. The language and 
care needed to treat these patients and their families need special atte- .tioi « 
development. 

8. That the decision for Social Services not remain in the hands of one v\\ 
Social Workers 

\i. That n File of the History of a family be kept in a Central Place that 
released with Permission so that the poor family in need of help does not ha*. „ *« 
repeat and repeat the story ol their need over and over again to each different 
Agency, Hospital and Service. Believe me, there 13 little aw oppressive as that. 

10. That present programs which include som^ financial support to children 
caring for ill parents be amended to include spouses caring for their mates. 

II. That elderly couples should be treated independently under the Medicare/ 
Medicaid System so that a dependent and ill spouse can receive extra financial aid 
without depleting. the healthy spouse of a lifetime's earnings or causing the healthy 
spouse to fraudulently represent his/her financial situation.. , 

• Thank you for your help in this matter. I respect your effort*; on my behalf and 

on behalf of tK» many other families still in such desperate need. I hope for all our 

sakes that ycu are success <V.l in pursuing these g,ials. I am happy that we talked 

and should you need my hc\y in any way, please l»t me know. 

Sincerely yours, \ 

, ■ , , Bessie Jackson. 

j 
1 

, ! U.S. HOUSK Oh' Representatives, 

Select Committee on Aging, 
I * Washington, D.C., March 1J, 1980. 

Dear Mrs. Jackson: I want to thank you for taking the time to come in from 
Rockyijje and -ihnre your experiences concerning Alzheimer's Disease and home 
health care with our "faff. I want you. to know that 1 share your concerns in these 
areas. Our Aging Committee has been lighting for years to* enact legislation to 
expand the Medicare program so that it provides the kind of homemaker assistance ■ 
you would have found so helpful with your husband. At the same time, we have 
been trying to urge the appropriation of funds to research the cure and treatment of 
Alzheimer's Disease. Unfortunately, we have been unable to convince our House 
co^aagues of the necessity for this kind of legislation. \ 

I am 1 sorry that I was nr*t able to meet with you yesterday, but previously 
scheduled commitments in my own Congressional District would not allow me to be 
>n Washington when you were in our office. However, I did contact Dr. Butler's staff 
at the National Institute on Aging. They suggested that you might wish to speak 
with Dr. Richard Irwin or Dr. Bernard Wortman who are top experts in this field. I 
have requested that they contact you to set up an appointment, but if you have not 
heard from then 1 in a reasonable period of time you may wish to contact them 
directly at 406-1 083. 
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I am so very sorry to learn of your husband's passing. I can only hope that 
ultimately we can join topethor to promote and enact these kinds of changes so as to 
spare others the terrible burden of pain that you have already experienced. 

With warmest regards, and believe me, 
Always sincerely, 

. Ci.audk Pkimn.h. Chairman. 
Kockvim.k, Mo., Marvh 1(1 Iff SO. 

Phil Donah uk, 
Chicago, III. 

Dkar Mr. Donaiiuk: I have watched your program through good times and bad 
and I admire you and the work you are doing in examining the many issues that 
v bring up. 

VFhe bn d t i mcrrt hat -I- refer red to for myse I f Tela tOUT I he years" i ri'w Inch"! ~Wa tched 

and cared for my husband who was suffc iag from the debilitating effects of Alz- 
heimer's Disease. It is the disease- and iV problems that it creates in our society 
under the present medical care and socir care system that I wish to bring to your 
attention in the hope that you will discu-s the illness, the present state of research 
and the lack of health care support for those who are sick with Alzheimer's and for 
" their families. 

I am enclosing various letters from Senators and Health and Social Care People 
and an article written on my husband and myself that appeared in The Washington 
Post. All of this material highlights how inadequate the Support services are. 
especially in regard to giving financial support to spouses caring for severely ill 
mates. i 

In this country; in this day and age, everyone cries out in dismay about people 
throwing their loved ones Into Nursing Homes. Everyone in the Social Services 
professions cries out in favor of Home Care. But try and find support when you 
have an ill husband who you are trying to keep at home and whom you are trying 
to love and care for in the best way. My story is that of one w*.o tried. \ 

My husband died on February f>, 1980. But for many the problem continues as the 
enclosures on the illness and on the Association that has just been formed testify. 
And many of the elderly,, those who in their prime adulthood, contributed much of 
their skills and energies to make this society a decent and humane one, are forced 
• to end their days abandoned and ill cared for. * 

I hope^you will read this letter and the material that I am sending to you and 
that you will devote one of your programs to examining this issue. I 1 can assist 
you in any wn^ please contact me at any time. 
Sincerelyxyours, 

\ Bkssik Jackson. 

\ Washington, D.C., Dcccmfwr Jl. HI?!). 

Dorothy Gilliam^ \ 
, Washington Post, 
Washington,. D.C. 

Dkar Ms. Giu.iam: In accordance with our conversation of Wednesday. Dccenjber 
10, 1!)7U, I am sending you a copy of the letter I have written to all support poople 
whb have assisted my mother and our family in the matter of! coping my father at 
home with us. "I would be very grateful if you could call trus situation to the 
attention of anyone who could be of assistance to us and also to a great number of 
other families who. are experiencing these same difficulties. 

As I indicated toVyou in our conversation, everyone agrees philosphlcally that the 
best place for the elderly sick- is at home with their loved ones, however, few 
programs actually support this theoretical position with real help. At the moment 
our plan is to bring my father home from the hospital on Saturday and my mother 
is receiving piecemeal help from the County on. a' weekly basis. We have been in 
contact with Congressman Barnes' office and also wiih the Office of the County 
Lender, Mr. Gilcrest They and our Social Workers and the Homemaker Supervisor 
of the Division of Social Services will make possible whatever help we are pAn; 

Thus far our request for Emergency Hour a Week Support has been rej- ; 
on the basis of contract disputes and no funds, and this from one of the n r t 
counties in the country. 

If we are to be successful in our aims, we need much more assistance as Mr. Jim 
MacRae of The Support Center, Inc. indicated in a letter he wrote on our behalf to 
all these offices." - \ 

The plight of a spouse trying to keep her mate at home needs to be addressed. 
Between the sincere professional theories and the possibilities under existing pro- 
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grams for real aid, there is a wide gap. Society needs to address thin gap for into it 
fall a groat number of the old and sick who are hem*,' taken from their homes and 
iheir loved ones after the many years in which they functioned and contributed to 
this, their society. They deserve better. Their families deserve butter. 
Thank you for your intention and compassion in this matter. 
Sincerely yours, 

•Joannk Jackson Yki.knik. 

DWKMHKIt 1U7S). 

I)KAK Pkksknt and Kutuhk Support Pkopi.k: This letter is a statement for HEM' 
for what our family believes, is best for all its members: Bessie and Harry Jackson, 
Joanne, Ron and Daniel Yolenik. 

The life of an institution is its own— it has its own processes and dynamics. We 
see that now as a result of these few days being with my father in the hospital. We 
' knew* it even™ before these" fowVlays; The life of our family is lived iiroUr'hoaies 
where we gather together for celebrations, where we enjoy our Sabbath, where we 
talk about our work and our play and where we laugh, cry, yell and discuss our 
lives! At this moment in this period of all our lives, we Relieve that this is the best 
life for my father to continue to be exposed to— for him and for us. 

It is in my parent's beautiful home surrounded by all that they love and have 
worked for all their lives that my mother can receive visitors, can do her chores, 
can see her loved ones. It is in this home where mv father during his good moments 
can recognize his family, laugh with us, dance and listen to music, welcome friends, 
eat his meals, say our prayers which he still is able to say and watch the little boy, 
his grandson, grow and play. My parents both love children and sociability. 

Why do we need help, and more help, at that? We pretty much need round the 
clock aid—someone to help him, someone to help my mother. Someone or ones to 
•help us keep him and us together. 

We need more help because clearly my father is getting sicker and weaker. His 
moods are changing and he sleeps moreduring the .day and has greater difficulty 
walking and moving. lie moves at everything more slowly. What is his day like? 

Slowly waking up, being helped to dress and go to the bathroom— chores done, 
then" what? lie watches the scenes from nature that he still loves— the trees and 
(lowers— he listens to the birds. He walks, inside the apartment, and outside, when 
he is able.. lie sees us all com<^ and go— he responds how he can— and does re- 
spond—he listens— lie tries to communicate— he tries to understand what is commu- 
nicated to him— we try to understand what he tries to communicate. HE FEELS. 
His life which was once broad is now limited-— his hands which were once gifted and 
busy are now held. His life is very limited. Would we want to make it even more so? 
lie tries to do the best within thtfsc limitations— in a home with people who he loves 
and who love hiim An institution will not feel his absence from its walls— we will 
all feel his absence from this, his home. He is trying his best. We believe we should 
t ry ours. • ■ 

You all know what my mother has done for my father. With help, Yes! But 
mainly it's been my mother. What would bo her life if my father were in an 
institution? She'd be worrying all the time about his care, his treatment— most 
importantly, she'd be there with him in the institution for great periods- of time, for 
many days. 

There would be little release or relief. My mother lpvcs her home, her apartment, 
her friends. People visit— she does her chores; 'it's the pattern of her life and she 
comes alive with it. To wrench my father from that home NOW is to also deal with 
wrenching my mother from it. Wrenching also, even further; Daniel and Ron and 
me from both my parents and their share in our lives and ours in theirs. 

We ask for help at this moment Recognizing' that conditions may change -lhat 
my father's illness is progressive. My father's future is only one of getting sicker 
arid dying. Each day that we all keep him where he is best off is a victory forjny. 
father and for all of us. / 

We ned to pool information continually. We will do. so. We know the ending is 
inevitable. All endings are. This st jiement ask that we enter together ,fcnis new 
phase of round the clock Home Support. That we try it together with all the 
financial and personal help we can muster. We will then see for how .long— for how- 
well this is working out. 

We commit ourselves to caring ebout the safety and well being of all tho«o 
involved in this care: the homcmakers, the social, workers, the doctors, the Support 
Center and all members of our family. 

We ask frpm our medical doctors advice to all of us on my father's condition and 
consistent evaluations of same. 
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Wo ask from the* psychiatrists similar evaluations and also drug evaluations and 
recommendations to stabilize and hundle all phases of my father's condition. Gener< 
ally we have observed hiH moods to stay on the side of what bin personality always 
was: gentle, optimistic and affectionate. 

Wo ask from the* County and Mrs. Peterson the maximum 20 hours of Home 
bupnort under the Independent Vendor program. 

We ask from the Support Center that m.v father can continue to be a member of 
that small and loving community whenever possible for him. 

We iwk from . the Jrwish Social Services their maximum llomemnking Support; 
and that same aid from any other possible supporting Agency. 

We ask from our Social Workers support, counseling and understanding of our 
objectives: 

: , We usk that you help Us find whatever extra help—financial or professional— th^t 
we can and we well do so also. \ 
— We commit ourselves to obtaining as mtfch home equipme7iras is nucessary to 
J help my father, rny mother, us and all those who care for him, be it beds, wheel- 
chairs, etc. 

We commit ourselves to handling for as long us we can financially the nightly 
care on a 12 nr. shift basis that we have found to be so excellent and helpful from ' 
Kelly Services, especially in the example of a very remarkable person. 

We commit ourselves to give as much of our time and money n it is possible for 
us to give. Our energy, caring.Ninterest and depth of affection su ms clear, but we 
reinstate it again. X 

We commit ourselves to pooling \nd evaluating information from all to all at all 
times no matter how hard. ) 

We commit ourselves to sharing doctor's statements and all relevant information. 

We ask a lot and we know it. We think we are giving a lot also. We know you all 
are and we are grateful. We think it is important— one man, one family— yet the 
values seem' clear. We ask that you all mi ay with, us through this to see where it 
goes and what the results are for everyone. ■ y , 

None of you knew my parents when they were young. Only some of you know of 
their early lives. Suffice it to say that they are gbod people who worked hard and 
loved wAL They are victims of this illness. Yet they are fighting^it together still. 
They love each other still. To us there is still much beauty in my father. The 
magnificence, of his face is like the strength of his character and even like the 
strength of hi« frail, but strong body. The force of my mother's character and her 
integrity, I ;MnI, you have nil felt. 

They a 1 age to r*A for professional helyp. They are of the need. 

'Pund; m.*r attention. 

Si urs. , / 

Joanne Jackson Yklenik. 

- The-Sbppokt-Center, Inc.; " ' 
Wfieaton. Md^December 18, 1979. 

Curtis Vanovkh, 

Fkjxt rt Tien t of -Socio / S*r> ics, Mon h 'omerv Con n f y, • V 
Rockvtlle, AM, 

Dea?! y/\ Vanover: I regret that I was not able to attend the meeting of Friday, 
Deceiid^r l.i th, regarding Mr. Hj *ry Jackson. 

Because I wan unable to have direct irnput at that meeting, I would like to state 
" m I { l v S^P 0 '* 1 f '^nter e** my concerns to all persons'who are involved. 

The rrle of the Support Center in this case has been, and will continue to be, to 
proviCA- day :*f;.re <?rv:ce.3 to Mr: Jackson on Tuesdays and Thursdays until such 
time as, n\ • \<i family requests that these services be discontinued, or (2) Mr. 
Jackson's condition- deteriorates to the point in which we ar<» no longer able to 
v x e j-utety care for him. 

Since October 197^, I have worked closely with Mr. and Mrs. Jacksop.and their 
family. I h.w* been very impressed with ne commitment each of themhas made 
towards coi iiruing to care for Mr. Jackson in a family wtting. Mr. Jackson has 
res, onH.ad ver- favorably to this nurturing v.id \o"r£ environment. It is clear to me 
that Mr Jackson s needs are best met in this h .ne situation. V irthermore, we at 
tr.e Support Center have tried to continue ca* *ng for Mr. Jackson in this same 
nurturing way ui». Tuesdays s».id Thursday*. 

Mrs. Jackson; here dnugluer JoAnne *r.J her son-in-ifr*, Ron Yelenik, 

have requested very little in the way of set vice? ciu/mg the seven years Mr. Jackson 
has been til. 
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It iH my understanding that the Department of Social Services him been providing 
one day of homemnking services r<> the Jncksens per week. Mrs. Jackson needs 
much more in the way of supportive services 

MrH. Jackson is a rare* ana remarkable woman, but we cannot continue to care for 
her husband without more help. I believe the Department of Social Servian should 
resj)ond favorably to the effort which i» l>oing made by thin family. 

It is my understanding that Mot aker ..iervires are considering removing their 
services from the Jackson ho.nr J : Hintt^tJSOH in< greatly, Homemaker services, 
instead, -need to be increased. \ 

We are dealing with a very urn ' uation— one which does not occur often. We 
have, in the case of the Jackson' .mily which is committed and concerned. This 
situation requires speedy '>d ive action on the part of the Department of 

Social Services. 

I urge you to !ve upeca 1 "■ O ration to this case and increase the support 

" system^ for Mm r I Mrs. J ' . • 

Doing anythin t ;ss tha.i t. would be counterproductive to any decent service 
delivery system. h 
Sincerely, 

Jim MacKak, Director. 

What Is Alzhkimkk'h Disease 

Alzheimer's Disease is a disorder of the brain, causing loss of memory or serious 
mental deterioration. It is estimated that the disease affects from 500,000 to IS) 
million middle-aged and older Americans. 

The terms presenile and senile dementia are used to describe any kind of severe 
mental impairment in older individuals. Many of these persons are victims of 
Alzheimer's Disease. Others suffer from a variety of other conditions. Diagnosis of 
the specific type of dementia is very important since some types, other than Alas- 
• heimer's Disease, can be effectively treated. 

■—At* first, patient's suffering from Alzheimer's Disease exhibits only minor and 
' almost imperceptible symptoms that are often attributed to other illnesses. Gradual- 
ly however, the person becomes more forgetful. As memory loss i: jncreases, changes 
also appear in personality,- mood and behavior. The person may neglect to turn off 
the oven, misplace things; take longer to complete a chore that was previously 
routrne or repeat already answered questions. Judgment, concentration, speech and 
physical coordination may also be affected. Some individuals show confusion and 
restlessness and may require special assistance. 

There are many patterns' in the type, severity and sequence of mental changes in 
this illness. The symptoms |are usually progressive, but there is great variation in 
the rate of change from person to person. In a few cases, there may be a rapid 
decline, but more commonly, there are long periods with little change* 

Although the person with Alzheimer's Disease is often unaware of, or may deny 
the full extend of his or her limitations— especially late in the comse of the 
illness— the development' and course of the illness are a source of deep frustration 
for those afflicted and for their loved ones. 

As yet, the prevention or cure of the disease is not known. However, medical care 
can relieve many of its symptoms and proper guidance can assist the person and 
family in coping with the illness. 

THK BENEFITS OF AN ALZHEIMBr's DISEASE ASSOCIATION 

This organization can offer support to families, encourage additional funding for 
treatment and research, generate increased visibility of the problem, and encourage 
the continuing education of doctors and nurses in the management of the diseaf*?. 
« « *,« « '* ♦ , * 

— ' ' Linda E. Nee, 

LCSW Advisor. 

NEWS FROM THE NATIONAL INSTITUTE ON AGINC* 

In recent years, changing attitudes among physicians, researchers, the media, and 
Mte general public have begun to whittle away at the myth th*.: "senility" is 
inevitable in old age, untreatable, and results exclusively from a hardening of the 
arteries in the brain.. At the same time, Alzheimer's Disease has come to the 
forefront of consciousness as a major and significant public health problem and as a 
probable cause of at least 509,000 cases of serious mental impairment in elderly 
Americans. __. 
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Ihc coHtH » oL A Izhei « » r s Disease nr.- • . :/le it) terms of hoth financial loss 
and personal and family anguish, How, i\ j *;l77. when the Niilioiuil Institute on 
Aging (NIAUnunchcd its eli'ortH lo enu t r,<o research cm the* causes, cure, and 
prevent ion of Alzheimer s and related diHoiiMw, lew than 0,2 percent* oj' thu $2-1* 
billion spent by the federal government on health services to the rlflerly went to 
research on the chronic dementias. There remains n groat deal of confusion with 
regard to the eauses, symptoms, diagnosis, and treatment of Alzheimer's Disease. 

One approach to aiding the victims of Alzheimer's Disease 1 and their families is * 
research. Uoeent advance in a number of fields have defined directions for research 
scientists and have outlined possibilities for future studies, One cJtveullv Mmt 
explored is that an enzyme replacement therapy might he able to alluvial** tlie 
svmptonis ol Alzheimer s Disease in much the same way that Ulopa works in 
Parkinson s Disease. It is also possible that a breakdown of the immune system -the r 
body s first line of defense— may be responsible for the development of Alzheimer's 
Disease, Other avenues of research involve the role of slow or latent viruses and the 
presence of heavy metals in the brains of persons who have died with Alzheimer's 
Disease. & 

In keeping with its concern for the quality of life in the later years, the N1A 
funds research on the organic brain disorders of old ago at universities, medical 
schools, and other research institutions; conducts research in the Institute's own 
laboratories; and looks at such issues as risk factors in senile dementia under the 
auspices of the NIA epidemiology program, 

A major goal of currently supported research projects is to find the cause or 
causes of Alzheimer's Disease and, in this way, an effective treatment for it, At 
several sites, patients and their families are being asked Lo provide information on 
past illnesses, occupations, places of residence, dietary habits, and family health 
The data are analyzed for patterns that may indicate factors or causes common to 
patients. At the same time, the patients undergo physical and psychological exami- 
nations. Results of such studie.s have led to an intensive evaluation of three poten- 
tial factors in the development of Alzheimer's Disease: traces of aluminum in the 
brain, viral injections of the central nervous system, and genetic factors. 

At several other sites, NIA grantees are looking at the change most commonly 
.associated with Alzheimer's Disease— the accumulation of neurofibrillary tangles in 
the cerebral cortex or outer layer of the brain. These studies are designed to 
.determine the chemical composition and the role of normal neurofilament proteins* 
and to find out how and why tangles develop. It is' particularly interesting that 
these tangles have been found to develop in limited quantities— but seemingly 
without significant negative effects— in the nerve cells of more than f)0 percent of 
the healthy aged population, 

One project currently being planned in the NIA Laboratory of Neurosciences 
involves a study of the changes in the way different regions of the brain handle- 
nutrients in patients showing marked confusion and memory loss. NIA scientists 
also plan to study alterations in regional brain metabolism in healthy people in 
association with changes in their ability to perceive, think, and remember over 
time. 

In addition, the Institute's- Epidemiology, Demography, and Biometry Program 
hopes soon to initiate support of research on a communUv hascd group of persons- 
some having senile dementia and others as con'rols— to 'pro'-'He a better definition 
of diseases of this type and to identify associated r isk Pru rs. 

Until recently, the victims of Alzheimer\s D's* u:,^ and r.'a>i» vimilir.s have had to 
proceed as best they could. Now research has U>. to new u »d f)o:ent«aMy-. promising 
insights. In the meantime, we are witnessing trov.Ui « groups l.hi'oughout the 
United States, and Canada—as well, as a ne^ np.tmr.f-' orf v >rliation— through which 
affected families are generating interest in trse-r. v suppnj » for this still 
mysterious malady. The National Institute -n Vr." »pp«- • ; the o.Torts of those 
--dedicated to working against senile dement,,. ' Ihose who wouM devote their 
time and encnr • providing information and asst^ance to others. 

Makian Km i, 
Public Information Specialist. 1 >. 

TlKSKitKC.il PXCMKCTfl SKKKINO PATIKNTS \ » 

The Clinici*! Confer, National Institute of Mental Health, Bethesda. is looking for 
patients who !iuv*» b>«%\ rect?ntly diagnosed as having Alzheimer's Disease and who 
fl ^ e s ,j l ea ?? cl<l ?' fl f ail amoiilt of independent function and self-care. The subjects 
should be 4ij and older (preferably 4a-»5i and have no significant medical and/or 
psychiatric disorders. Patients meeting the criteria will be aHaiUed for .a 1-4 week 
study. Complete neurological, medical, and psychiatric evaluiUon will be followed \ 
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hv n trial of medication!*. There is no charge lor t Hih hospitalization. |«W f^-th r 
information, cull collect: .Walter II, Kayo, M l) , iftoh tiHJ-lHlM. " 

Al:iu, t hi* Clinical (Valor, National Institute of Neurological and ( *c iin r ■ ; u * » av i i i vi» 
Disorders and Stroke, llethosda, is looking for patients within the age range of 1H- 
75 years in the early stages of Alzheimer's Dinease who have memory loss or 
confusion and no seriotis medical illnesses (heart disease, kidney disease, or liver 
disease*. Patients will he admitted lor about Jl weeks and will receive a complete 
physical exam and tenth to rule out any (rentable causes of dementia There is no 
charge for tin hospitalization, For llirtner information call collect; (HOI) 4!H»-IU!I. 

* MKI.I' AT MOMK 

In the future, I will tis> tliis column to respond to questions on home care. In thK 
my liiM tuluii|n, I want to share with yon some thoughts on memory loss. 

Alzheimer's, as you well know, is a disorder t hat severely, aflecbi u person's ubility 
lo rememberrTlH*" patient within his power to control. It is 
as much a part/of nis disease as a rash is a part of measles, No amount of wishing 
hoping, or praying will either eliminate the rash in measles or bring back the 
memory of the patient with Alzheimer's. Those who care for such n patient must 
understand and aec< pt this fact before t hey can begin to cone with this disease. 

This failing memory presents overwhelm ng problems for the victim of the dis- 
ease. It embarrasses bi n. lie cannot reni-. mber the names of friends, or how to 
carry out routine I'm ctions at the of lice, lie makes light of or gives vague answers 
to questions instead of admitting that he cannot remember, lie begins to doubt his 
intelligence or he fears he is going "crazy." Mis solfumage slips. He is not the person 
he used to be but does not understand what is happening to him. Any one of us 
would be afraid, angry, and very anxious if we saw our mental functioning slip 
away and were unable to halt the steady decline 

Family and friends can at this poiiit in the patient's illness offer more than 
medical science to date. Frequent reassurances that the? patient remains a loved one 
with dignity and self-worth can best make him feel wanted despite his growing 
deficits. 

I'lease send questions for this column to Alzheimer's, 8151 Aster Hlvd,, Kockville, 
Mil. 'JUS'iO. 

Sally v ounu, mV/*i intend Nmsv. 

I 

Si HMiTTKn mil thk Hkimuiij MY M aiuk-Louisk Ansak, Kxkcutivk DlKKCTt^t, On 
Lok Skniok IIkaitii Skkvicks, San Fhancisco, Calif. 

MKTll(»l)OHi(U('AI. CONSTUAINTS OK TIlK MKDK'AIIK '2'2'd DAY ('AUK OKMONSTRATION 

. PIUMKCr 

A report was recent Jy released by the National Center for Health Services Re- 
search summarizing the cost and effects of day care services as seen in a Medicare 
demonstration uroject (NC1ISR, l!*7m. The study itself addresses a critical problem 
area, alterant. vjs in long-term care. Unfortunately, because of methodological and 
logical problems inherent in the design and implementation of tf project, the study 
really raises more problems and questions than it answers. Instead of identifying 
many of these problems, the authors of the report chose to make strong conclusions 
regard in;: the cost impacts of day care; conclusions which are unwarranted, mislead- 
ing, and potentially very damaging to the lives of millions of <. Merry who will be 
facing the needs for long-term health care. 

The study has been referred to as the Medicare 222 demonstration and the report 
is entitled, "Effects and Costs of Ony Care and Homemuker Services for the Chron- 
ically III." Using waiver nut.h< it;» under~SecTion 222 of 'he Title XV1M Social 
Security Amendment, Medn i reimbursement was given for services provided 
through four day care progra* • u ► ,ms the country. The research' and evaluation of 
the-** demonstration project? w re rjiven to an outside contractor, Medicos. Because 
of a series of \r. ohlems and ditticeities encountered throughout the data collection 
period, the evaluation rontrar ,• ;th Modicus w is withdrawn and the intramural 
-research staff of NOHSR took -session of the data and prepared the final report. 

The study as presented reflect many methodological and logical flaws, some of 
these being; 

/. The study has limited centra hzabi I ity.—'Vhv four centers involved in the study 
were chosen in a non-random fashion and were unrepresentative of all the centers 
which were in operation at the time. Projects were selected through competitive 
bidding with the day hospital model in mind. What vould be true ot this sample of 
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day centum would not necessarily bo true* of the hundreds of other day centers 
operating throughout the United States. 

• The four centers used in the study were not even similar to each other.^Onv 
program woh an eatabllshed day hoHpital providing Intensive rehabilitative aorvicea 
while another project consisted of a number of newly-eatnbliahed day content provid- 
ing a variety of Hocial and hcuttth aorvicea. Indicative of some of the variation 
between altos in the daily .cost for the variouH conterH which ranged from $18.54 for 
one day care program to a high of $H8^7 at another, Certainly, thiH difference ia 
more than geographic variation. It indicates HiibHtantive differences between the 
programs being Htudied. To re|n>rt that the average* coHt for day can* in $52 per day 
or to imply that alt of theae projects are providing Himilar aorv.ooa is not only 
HCrioUHly mialcncling, but alHo reflects poor reHearch method. 

Demonstration programs do not reflect the actual experience of operating pro- 
/,'rtiffw,- -The Medicare 2)2.2 day care project was a time-limited donionatrntion. Con. 
■ tern were naked to develop their progrnma, aervo participanta for one year and clone 
down, This artificiality hew serious implications for the validity of the data. Some of 
the day cure centers never reached full census, n.nd because of fixed Costs their daily 
costs were much higher than would have been expected if they were operating more 
stably. In some cases, participants understandably refused to get involved in the 
program knowing that their involvement would bo time-limited and so.mi they 
would be forced to change. Most of the programs incurred a number of cos ^ related 
to the development and demonstration of the program which would not have been 
necessary for ongoing operation, Because demonstrations are different from operat- 
ing programs, the researcher cannot directly apply findings from a demonstration to 
conclusions regarding policy. What is needed Instead is more information gathered 
from ongoing, stable operating programs. By the way, to anyone ever developing or 
operating program, it is abundantly clear that one year is .not nn in itiate time 
frame, to evaluate any program, especially a new ty-dcvel oping one. 

4. Although studying the impacts of day care on institutionalization, the study did 
not even limit itself to those at risk of such long- term core, —The re were not specific 
standards for project eligibility which were used consistently across sites, In fact, 
because of participant recruitment problems, it wus noted in the "Method" section 
of the report that most referrals were admitted to the project with the only ones 
being excluded were those who seemed in need of institutional cure. In fact, the 
report itself suggests, "effective screening of patients to limit those served to pa- 
tients 'at risk' of institutionalization would improve cost-saving prospects. . . By 
accepting heal thv people and rejecting ihe rri'»r« frail, the project deterred itself 
from its originally intended objective. It seems that an intensive health care pro- 
gram was established to serve a realtively healthy population. Certainly the impacts 
of the program will not be found if those for whom the program was intended are 
not the ones served. 

6. Thv project made no attempt to provide management control over casta —This is 
in part an unintended consequence of demonstration. The programs participating in 
the project were told to report their costs, but were not given any incentive to 
control those costs. As a result, costs for the Medicare demonstration projects were 
much higher *han costs found in similar Medicaid programs. In addition, criteria 
specification, service program matching, optimization of treatment plan, client bene- 
fit, and program efficiency— were all things that were not discussed or incorporated 
into the demonstration programs. Without these management controls, the pro- 
grams undoubtedly suffered and costs were likely inflated. 

6\ The study ignored large bodies of conflicting information from a number of 
opirnting programs.— The day care report described the findings of its study and 
referred to another study done by one of the authors, but £Uve no recognition or 
even acknowledgment. ol information available from a large number of operating 
Medicaid and Title XX day care programs and projects In California and Massachu- 
for example. Medicaid has reimbursed a numl r of day health programs at 
rates for below, those reported in the 222 studies. These programs were often better 
controlled and more tightly monitored than the Medicare projects, yet mention of 
their existence was not-even made. ■ 

7. There is a difference between the real and ideal world.— The basic problem with 
the 222 demonstration underlying many of the above criticisms is the basic differ- 
ence between a real world and a theoretical or ideal world orientation. Laboratory 
research addresses a theoretical ideal world. People are randomly assigned to condi- 
tions, human beings act in predictable and objective fashion, services can be turned 
on -and turned off. people can be manipulated according to the needs of the research 
design. While this works in a laboratory setting, it does not in the real world: we 
can randomize rats but not people with real needs. Knowing that a project is limited 
dissuaded a number of people from getting involved in the service program. People 
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who iirc* deniod nervices because of the needs ul' riwnri'h an? not tlu» same as thaw 
who never would have roioiv«'ti them. The mil world in not t hi* ideal world. Policy- 
relcvnnt research, however, much address the real world, Randomized designs arc 
ant deniable if thev do not nNillht trullv add raw I ho problem, Policymakers need to 
ti.uk co information gathered from reafworM ettings ia making decisions regarding 
the needs of their constituents. . 

A fuller presentation of some of the methodological and logical limitations to the 
222 day can* studv is being prepared and a copy of tin* full report will ho submitted 
to the committee' upon itH completion. It is important, however, that policymakers 
he aware of the limitations of the 222 Medicare day health and homemaker demon. 
Htratian project, There is aa adae-' : o research that weak research replaces no 
research and good research ultimately replaces the weak. It is important that 
information on ongoing stably o|>erating day care programs he gathered and orga- 
nized so that we may address ttom a real world perspective questions regarding /he 

value and cost of day health cart*. ' 

A run. 21, nWO. 

lion, ('laudk Pkppkk, 

Chutrmaru Ihusv .Se/eef CommitUr <>n Atfinfr 
Washington, DC. 

Dkak Mu. Pkwkk; We are writing to you as Chairman of the Select Committee on 
Aging to bring to your attention some of the progress and some of the problems 
relating to adult health r«ro in the United States. 

The critical and grow.,.,: need for long-term health care has advanced the growth 
of the nursing home industry as the primary health cure response, For many frail 
elderly, this response has boon neither adequate nor appropriate. Adding more 
nursing home beds would not alleviate thv disruption to family life and independent 
living caused by premature or inappropriate institutionalization. Specifically, from a 
number of studies 20 percent or more of those in long-term care institutions could 
have been mare appropriately served ia community settings if options such as adult 
day health aad home health services were available. , 

Adult day health centers first emerged in the U.S. in the early 1 seventies as an 
important communitvbased service in the continuum of long-term care. The move- 
laent has grown dramatically from a mere handful of programs to approximately 
(i(HI programs operating today. Funding comes from a variety of sources: Medicaid, 
mental health, social services, private funding, community funding, and insurance. 
Medicaid, the primary reimburser of long-term care, has acknowledged the impur* 
taace of adult day health services by including it as an optional service. Seven 
states have affirmed the importance of this program by providing Medicaid reim- 
bursement for adult dav health services; additional states are actively considering 
their provision. Today/ over 125 centers in these seven states receive Medicaid 
reimbursement for day health services. Most of these adult day health centers are 
grassroots organizations, developed largely by non profit, community-based groups 
to met local needs. This grassroots support is indicative of the important needs 
being addressed bv this program. t 

In addition to the fragmentation of funding, we, as planners, administrators and 
evaluators of adult dav health programs, see two problems facing this growing long, 
term care service option. First, there is the misconception held by some policy- 
makers that the continuum of care is an "alternative to adult day health. The 
purpose of a continuum of care is to coordinate and integrate services, but it cannot 
do so unless all the service components are first in place, Thus, adult day health 
does not compete with, but is an essential component of any set vice continuum 
addressing long*torm health care needs. Significantly, the U.S. Department of 
Health. Education and Welfare lists adult day health care as one of the core 
services in their newly-proposed National Channeling Agency Demonstration pro- 
gram. .1 i i 

A more critical problem is misleading information from a recent small-scale study 
of day care. The differences in individual programs make it difficult to conclusively 
evaluate the i". pacts of any new program like day health services. A recently 
released report bv the National Center for Health Services Research (NCHSR) of 
the U.S. Public Health Service evaluated four demonstration centers (not statewide 
programs) with verv different service mixes and costs, and concluded, that the cost 
of dav care was .{a/ per day. This report overlooked data from California, Massachu- 
setts," New Jersev. and other states, identifying over 100 (non-profit and proprietary) 
Med ica id-reimbursed centers which are providing medically-oriented adult day 
health care at prices ranging from $1." to $2o per day. There is deep concern among 
those working with dav health that such single, isolated studio will mislead policy- 
makers in decisions rk irdihtf the future role of day health in long-term health 
care. 



We resiM'c'tfully rcijiMMit that the Houho Helm:! Committee on Akuik review the 
progics* and program experience of adult day health euro in this* country and 
con>nder it as an important component of any plan of long-term can' reform. 
H|>eeil1enlly, we urge your committee to: 

(I) Include adult day health care in your hearing mid deliberations regarding 
«'ptiohH in loot; term care; 

<2l Call upon the llcnlth Care Kinnnehw Administration to establish a specific 
diviNioa to coordinate, support and provide technical assistnaco for the development 
ol'cortmutnity based options 

Ob Kstablish legislation which comprehensively deals with the problems of Iww 
term care and includes community-based services, HUeh us day health, and home 
health, by; incorporating these community-based services into the Medicare benefits 
package; and strong! henuig the role of them? services in the Medicaid svstem by 
allowing the states the option of providing coverage lor certain low income ugeil, 
blind, and disabled individualH who need in-home and day health services on a 
regular basis, but are not categorically eligible because their incomes exceed the 
assistance standard. 

Adult day health care can provide the frail, disabled elderly with the services 
they need while allowing them to remain in their community. It can do this, not by 
adding additional costs, but by substituting communityd>asod service* Car costly 
institutional rare VVV urge you and your committee to use your influence for the 
advancement of t s service alternative and the overall improvement of long-torm 
care, 

Thank you for > if time and consideration. 
KospeVtfullv. 

Mnric-Lonisc Ansuk, Kxecutive Director, On Lok Senior Health Services; 
Cnliforniii Association for Adult Day Health Services; Charlotte 
llamill. Associate Director for Planning and Program Development, 
llurke Rehabilitation Center; Ann" Klapflsh, Program Director, 
Adult Day Health Services of Massachusetts; Carol Kurlatul, Chief, 
Bureau of Social Care Programs and Medical Day Care Coordinator, 
Division of Medical Assistance and Health Services, State of New 
^ Jersey; Hrnhnu Trager, Health Consultant; Dr. S, J. Hrodv, Depart- 

ment of Research Medicine, University of Pennsylvania; Judy Can- 
terbury, Nursing Supervisor, Adult Protective Services; Virginia M. 
Hart, Supervisor, Program Development Section, Bureau of Aging; 
Dennis Kwlncr, Director, Planning and Community Services, Metro- 
politan Jewish Gerintric Center; Barbara Sklar, Director, Geriatric 
Services, Mount Zion Hospital unci Mecinl Center; Kick T. Zawadski, 
Ph. D. Research Director, On U)k Senior Health Services. 

SVNrvests ok tuk Dkvki.oi'mknt ok On Lok Sknior Hkaltii Skkvicks 

On Lok Senior Health Services started in P.>7^ as a day health center, a facility in 
the community offering services to the frail elderly who otherwise would have had 
t. !)o placed in nursing homes. At the day health center, the elderly received 
medical supervision; nursing care; physical, occupational, speech, and recreational 
therapies; meals and dietary counseling; social services; and assistance with activi- 
ties of daily living, .such as grooming, bathing, etc. On Lok provided transportation 
to and from home to the center, physician s offices, clinics, etc., with specially 
equipped vehicles. 

Krom VM2 to 1!>7.\ this project was funded as a demonstration project bv HKVV's 
Administration on Agin* In 11)71, On Lok woo able to negotiate a pilot project with 
the California Department of Health Services (Medi-Cnl) for reimbursement of dav 
health services. On the basis of their good experience with this type of care, a bill 
(AH Hill) was signed into law in California which made "dav health services"* a 
gene rally available benefit to the elderly in the State. Today, there are several "Dav 
Ilea I til Centers" in various parts of the State offering such services. 

From 107r> to 1!W), On Lok, with the help of a "Model Project" funded again by 
the Administration on Aging, expanded its services. It was learned that a whole 
range nf services was necessary to meet the ever changing needs of the handicapped 
elderly One of the foremost problems in O: U>k's district is housing. A plan for a 
specially designed facility, including living units and a day health center, was 
des ; *ned and a loan from HUD and private funding were obtained to construct "On 
Lok House" at 1 1 1 I Powell Street. This building is presently under construction and 
will be completed/in September l!)SU and will offer housing to ">1 elderly. At the 
same time, during this model project period, On Lok developed a home health 
service ro.npunent and a social day care center for those who no longer needed 
intorSiV medical supervision and rehabilitation. 
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One d| l ht» problem^ in developing and ntaml ainuu: <i non profit^ community 
based, loin; term care system is Him reimbursement and I'umluiK inecbanisnin preW 
••Ml I v available tar health ran* in the United Stales .Strictly speaking, public and 
private tmairam e», al best only oM'or minimal reimbursement lor comtnututydinsod 
lUpporhve .services, the emphasi* is on payment Car May* at acuta hospitals and 
nursing homos < )i>tniii/at ions like On I.nk Itava to seek funds from a myriad of 
•nuirri»H t each with its awn eligibility and tenortin^ requirements, 

It ts lor i his reason that On i.ok nporonened (he Health Care Kmnneim: Adminis* 
tmhoii (Medicare) in l!>7S and asked lar a nave! appraacli, A package was di'Voltmcd 
which paid head to the social and medical needs al the (rail chierlv. On l.ak 
proposed to assume l he responsibility lor total cure of its target population at a 
capitation rate i\ .> per person registered per month lor all care at home, in a 
nursmu Itatue or acute hospital Medicare, rocoMni/inn increasing pressure to pro- 
vide heller and more comprehensive care to the elderly within the Irumeu U nf 
limited resources, agreed la this project. 

A lour year codntruct was entered into in February ol' IJI7II and Medicare thus, 
i >r the first htno in its history, has accepted tlie concept al' a combination of social 
-upportivc services and medical care lor the elderly. iKnr lull description, see 
attached outline! 

On l.nk, which has an extensive research department, is to demonstrate nt reason- 
able cost l he feasibility of a community-bused, loan term care vstetn which is 
ri»s|nHiMVi< ta the needs of its clientele. 

Dav IIkai.tii Si:kvk'ks nut rim PitAti, Kmikkj y 
What tt tltH's Keep* the Trail elderly in their awn homes' 

Ifuir tt is r/o/ic. A multi-disciplinary team oilers a compute evaluation at the 

he^inniiu! and regular re-assesstnents A treatment plan i.- m vcloped with the 
applicant and services are prescribed according to need. 

What tt i>rut a/c.s'Medica I nail nursing supervision, social services, physical, 
occupational, and speech therapies nutrition Hit regular or^pecial diet meals a 
day at the Center or delivered ■ ue>, personal care services iKroomim,', laundry, 
hathuor. escort services!, tnmsp- { inn, supportive in-home . * rvices (shopping and 
cleaning i, roereationa Asocial activities (outings, discussions, 11 1ms, emits, health 
.■ducat mpi 

What tt crjs/y To provide for a frail elderly person not needing LM-huur nursing 

care: 

MediCal remo orses On Lok lor the all imlusive package of Day Health Services 
for a participant an average of; $:{;{t;jiil ' 

SSI provides this On Lok participant an average of: $117. 7.1 
Total puhlic sector cost per month: $1SU.7m 

Kor the same individual. MediCal would reimburse a nursing borne: $!l07,M. fl 
SSI would provide tins person' a monthly cash tfrunt of: $25.0(1. 
Total public sector cost per month: M. 

Whnt it i'<iw/(/ sutv. ■ One person in dav health services instead of n nursing home 
siw. the Stat. IVr Maul h— $-|.|S..H ; Per Year— $a,:{S0.!»2. 

On I. (ik Dav Health Skuvicks: Its Impacts on thk Fiiaii. Ki.ukkly and thk 
Qt'At.riY ami Cost ok 1,on<;-Tkkm Cakk a Summary ok Finmnc;.s ; ' 

On I.ok St'tuor Health Services is a eotmnunitV-based day program providing 
healtli and health-supportive services to the frail elderly who need these services to 
i eiiw i in in the community. Presently On Lok is funded as a MediCal Demonstration 
Project and as an HKW-AoA Model Project in Anin^'. This is a summary of a study 
evaluation On Lok's Day Health Outer: its impacts on its participants and on the 
quality and cost of lontf-tcrm health care. 

Thirty-two recently admitted On Lok Day Health participants were compared to a 
a..*., bed tfruup of ^ elderly persons living outside On Lok's service area. Partici- 
pants in bot h croups were assessed bv an independent team of health professionals 
from the Co I norma Department of Health in May and November 1!)7(>; most ItMl 
percent » kept diaries describing their heiilth services and activities for the five- 
month interim between assessments. 



( Actual average ri'Unhursen:< ; *o ( in \,vk tlunn^ first -1 months l'.iTs This all -inclusive rate 
aiel titles all iilnjve ivient lonefl sei r> 

' llaM'd *»n Mc<liCal reiriitiursi'ini.-:a rates fur loaiparjihle smt\ nursing hotaes in San Francis- 
tu TfuMr ru\*>< exritiite ph.VNii.'al, 'i:cupaiioriid a'i'1 1 •••♦vh therapy and medical evaluation. 

'IVypap'd l>v ItTZ Associates for the Califoraia rent <»f Health pursuant to Contract 

Nn 7.*» m wall ailditional n-M-anli support r* ,if> \ an HKW.AoA Modi-1 Project in 

\n -A- till! f »- si* part of thro ♦•valuation. 
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A number of findings emerged from this study; 

1. A minority of Dnyjlenlth pnrticipantn wnni oligihlo for institutional cure and 
would have been in « skilled nursing or othor protective facility without Day Health 
services; with Day Health, they wore able to remain in the community. 

2. Day Health participant* were more Trail, with more medical problems than tin 
comparison group and amorally lower in mobility and strength; yet they were 
living more independently and doing more for themselves, 

:i. Day Health participant!! were more socially' active, having more trips out and 
more visits than those in protective <mvironments. 

4, During the Htudy period, IM percent of the eompariHon group remained at the 
mime lovel of cure; the remaining II percent died. Day Health participant* showed 
more movement: Hi percent deteriorated and 22 percent improved. 

f) Day Health participant* expressed more satisfaction than the eompariHon group 
with the health services they received and with the neighborhood in which they 
lived, Day Health participant* and community resident* of the comparison group 
expressed higher HatiHfaction in each satisfaction area and with life in general than 
those in board and care and skilled nursing facilities 

0. The Day Health group spent significantly fewer davs in skilled nursing facili- 
ties unci yet received more health care, e.g. physician and therapy services, than the 
comparison group. 

7. Even with a^ustmtmts for supplemental income and other government pre- 
graniH, the introduction of Day Health did not increase total government cost*. 
Health care expenditures were lower in fact Tor day health participant*. The cost of 
Day Health * - r vices were more than balanced by savings in skilled nursing care. 
Individual expenditures varied more across Day Health participants and fluctuated 
more tor them over time, reflecting greater program flexibility and a greater 
likelihood of cost controllability. 

conclusions 

The continuum of service with Day Health was compared to the traditional long- 
term health care" continuum available to the frail elderly. The continuum with Day 
Hwdjh was found to be qualitatively different, providing slightly more medical and 
significantly more therapeutic services for the same or even slightly lower health 
care costs. More importantly, Day Health enabled participants to remain in their 
home communities, to continue their social activities, and to improve or maintain 
their luiictional independence. Along with higher expressed satisfaction, these meas- 
ures indicated the positive impacts of Day Health on the quality of life of its 
participants and, in turn, on the quality of long-term health care. 

On Lok Sknior Hkai.th Skkvices: a Community Cark Organization kor 
Dkhkndknt Adults 

projkct description 

Introduction 

On Lok Senior Health Services is a model community-based health service pro- 
gram serving the low-income elderly of the Chinatown-North Beach district of San 
Francisco, nitiated in the late 1060's by a group of concerned citizens and health 
professionals from the community and incorporated as a non-profit organization, On 
Lok has been striving to develop a free-standing, community-based service system 
responsive to the total needs— medical, functional, social and environmental— of the 
dependent adult. The goal of On Lok is to provide quality long term care, that is, 
care/that meets the, needs of the participant and which is satisfying to him/her, "and 
to pfrovide such care at a cost below that spent for traditional long term care. 

In October of 1978, On Lok Senior Health Services was awarded a Research and 
Demonstration Grant from the Office of Human Development to plan, develop and 
evah ue a Community Care Organization for Dependent Adults (CCODA). Accord- 
ing the provisions of that grant, On Lok will assume complete responsibility for 
the Management and delivery of all health and health-related services to a popula- 
tion >t functionally dependent adults qualified for long term care institutional 
placement. Building upon the management and financing principles of the health 
maintenance organization (HMO), On Lok will develop and operate a community- 
based long term care system, the CCODA. 

Through waivers granted by the Health Care Financing Administration under the 
authority of Section 222 of P.L. 92-603, On Lok will be paid from the Long Term 
Care Trust Fund a monthly capitation rate for each participant in the CCODA. For 
that payment. On Lok assumes complete financial responsibility for the medical and 
social case management of the participant as well as for the delivery of all services 
hoth those provided by On Lok staff and those delivered by other providers. 
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ft wvt ptvtviplv*. 

The CCODA project. reflects the philosophy of On Uk's community bounl ami is ii 
result of thoir six.plus venrs of experience delivering outpatient services to tho 
functionally de|>cmient adult. The basic principles of thin nhilosophyismuny of which 
ore shured'bv researchers mid planners In aging, are as follows; 

il) tho dependent mlult wiintH to ami should ho allowed to remiln m their homes 
and in their own communities for oh long aH il in medically, socially and economical' 

^/^ThMirobliHUH facing tin? iontf term care nmly adult are multiple and intern- 
luted; nodal Violation and malnutrition have direct impacts on health. 

Hi) An adequate hum torm care response muHt consider the whole individual; 
Providian medical care without nutrition or nocial nupport ignores the problem and 
ih an ineffectual roHponno. , 

il) Coordination of services without control over their del wry is Insutttcmnt. 

(5) Comprehensive, single nourco funding isles' '»nt.ul for the delivery ol cost- 
effective long term care. , * ■ 

Hi) Quality long term care is affordable witn.u pt^nt budgetary restraints, 

Project mtionuiv 

Uni? term care today consists of a patchwork of overlap; ink? services. Mont of the 
long term care dollar goes to acute and skilled nursing facilities, but many other 
discrete providers are involved. Funding for long term care comes from a number ol 
sources: Titles XV111 (Medicare). XIX (Medicaid), and XX (Social Services) of the 
Social Security Art; and Titles 111 and VII. of the Older Americans Act. This 
pieeomenl approach to the funding of long term care has resulted in u fragmented 
and ineffectual long term care response. . t 

A fragmented long term care service response results in unnecessarily high 
health care costs and less than adequate care for the dependent who are served. 
Dependent adults are rarely able to avoid institutions unless a wide range of 
supportive medical and social services are readily available. Yet, categorical funding 
is by authority and purposes, usually desigaed to supjwrt single services rather 
than complete systems. Individual needs are structuied to fit service agency reiuv 
hursement guidelines. Ah a result, some needs often go unmet. 

Changes in level of care present other problems. A discharge worker in a hospital 
may recommend in-home services, but there is no way to gua'rmtee those servu* 
will be 'delivered or the continuity of cure maintained. Often the funtionally depend 
eat adult, incapable of arranging for his own services, falls between the cracki 
receives inappropriate, or no services, Simply dealing with multiple provider; 
changes from one provider to another is itself more than many can endure. Rol 
to many different agencies and individuals, and retelling problems is an unrtf 
sury and stressful burden for the dependent adult. 

rrom a cost perspective, multiple discrete service providers have obywUh d»s« H 
vantages. Multiple administrations increase costs through duplication Of Junctions. 
Separate billings, authorizations and paperwork add to administrative uvemeod. 
Indirectly, providers of discrete inter-related services tend to protect their own 
interests, mid service industries grow independently without inter-service m»>-'i, 0< 
With discrete providers working m competition, there are no incentives (.,. ,o« . cas- 
ing the independence of dependent adults or transferring them to less co*i..*. a. re 
appropriate service programs. Thus, today's long term care system is u u * nwork 
system built around the skilled nursing institution. It is on expensive, t ^tectual 
and as is. unworkable system. • 

Recently, interests have turned to projects which coordinate services for the 
elderly. Many of these projects provide centralized, comprehensive evaluation fol- 
lowed by referral to a wide raage of services. This type of service system, referred to 
here as a "brokerage" model, uses existing service providers and adds to it another 
provider to coordinate and link available services. Although when' functioning prop- 
erly these systems do provide some benefits to the participants served by them, this 
"brokerage model has some distinct disadvantages. TK-? coordinating agency, for 
example, can refer someone for services but cannot riarantee service delivery. 
Furthermore, a referring agency has ao control over the discrete provider and his 
costs. Thus a "brokerage" system is only as good as its weakest discrete provider. 
Some cost savings are produced because of more effective long term care placement 
in such models- However, added costs ore also' incurred by the added level ol 
administration involved in coordination of services. Third, coordinating ageocies 
often provide comprehensive evaluation, yet individual service agencies for their 
own reimbursement must often repeat these evaluations, adding to the cast as well 
as the stress on participants. 
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rcn u nHwrnntivu lor integrating services, n.ul the one tested throuuli On l.ok's 
•ft™ )i V ,, f! vl! I ,)lu ' """ney cuonllnniu unci Oliver ,,11 long.t,.,,, a , r* * 
IuS^mT-" 11 ^ ".""'W'"' 1 '"' »"cl tk^ivory, „ package of serv cos ", in be Vtt 
vidw I which .ih responsive to the individual participant's iieeds. Serv.'odi livwvein 
I t g iirantocd. hocus, control of all service component* are in tho limids of tin 
coordinating agency. Separate administrative costs nro ellmihn ed I r, . c, t ■ 
ml adnimistrnnon. In essence, the provider in centrally "„, ^ ' ^ deCre 
oik tor n health cure system is given „ hrond mage of authbrit n "we \\ 'Us I. 
Swt^.' mi[ ' mlU ^ M reimbursement, tin- incentive'^ WdSw cS 
/Vry'cc/ objivlives 

The overall objective of the CCODA demonstration is to imply the nmniuroinonl 

t i . a a i f j /^/t^I a tlL ',voloping » 11,0(11,1 Community Cure Organization for 
. P n r, U Ad l lllS °?? DA) iind t0 ■«vnluiilu the impacts of this h« Uh "y °, 
the quality and. cost of long tern, care and on the health aad welfare f norso s v 
would otherwise he iiltuost certainly placed in institutions. ' 
This project will: 

Develop and operate a centrally funded and administered community care svsloii. 
lor meeting all health and health-related needs of dependent adults ' 

.Measure the impact. of capitated. decategorized funding linvol'vinu substanti.,1 
provider risk, on the utihzatioiy.uality and cost of service's provided "tolpindent' 

f inn°nr n ,', St , tlU i nM,nn K em *'" efficiencies of the CCODA model with the fragmenta- 
tion of pat cat management aad budgets commonly found in presently oner , , !r 
systems ol long tern, care as well as those offered in "brokerage'\ odel? 0pU '" ,n « 

d£A »dulfs nUll> ' H0U ' ,d melI, ° dS ° f budeetl ' n « the . , " L ' dieal "» d needs of 

Produce a cost and utilization yardstick by which to measure the effectiveness nf 

other models ol providing services to dependeni udults ""-tiivtntSH ol 

t is hypothesized that the CCODA will have the following impacts: 

unKme S ^n C h,,^ ernS chn 5 Be< . ! Dl M s "''institutionalization, both skilled 

h, in ' 7 m de . ere! , ,s , ed wI,ll <; Professional medical and therapeutic services will 
be increased: More health-related, social and supportive services will be dehvered 
Quality o long term cure will be increased: Participants will be fu ctionine S 
lhey P receiye ^ • lel ' ,ants will express greater satisfaction with tL- health service 

„lf r m k ' : ' lth r C0StS Wi i' be educed: As compared to the cost of tradition- 
series. • " COmp " rt ' d 10 C0StS in a "^okerage" model or integrated 
Project location 

sSr r be f tost 

Almost 1)0,000 people live in this densely populated area, over half or whom nr.. 
members of ethnic; minority groups, speak littl£ or no Engl s^ and live on incomes 
below the poverty level. According to the 1970 census, 15 percent of M those MvTng 
rlnin, t Ur ? a w «re persons if. years and older. Those familiar with the community 
claim that even this statistic is much too conservative. Many niore elderly reside in 
back rooms and alloys, unidentified by census takers. It has been estimated thn^ 
perhaps as* many as 20 percent of those in the area are elderly 
Population served 

On Lok's CCODA is designed to serve the functionally dependent elderly in S-in 
tranciscos Chinntown-North Beach district, who are fn need I of ong term care 
Mote* ellKib u- l0 . r enr ? llment i" the CCODA, pM&n*^M 
T^L. ■?" iffi.? « c °g ra P hlcal ^rv.ce area and must be qualified Tor either interme- 1 

-teS?5^ 10 Crileria eStLblished b * thetaSi'a! 

Although enrollment is open to any qualified adult over 55 years or aire the vast' ' 
majority of those entering On Lok are over 65 years of age. The avernra iw i or On / 
Lok participants is about 70. A majority of On Lok's participants Valf bflow the / 

Abound ^o V e e ce W nt h „m 0Ut r PBrc f-^ qUaIi f yin « , for medieal «^iStanM (Sfedten d) ' 
nr ?p„,,ii«if 6 tS Bn l u 0f °- n Lok s participants live alone and about half speak little or ' 
1 E ; ' ^ chronic health problems of On Lok's population are essentially the 
same as those or any other long term care population. Some of On Lok's part ci- \ 
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pants require extensive medical care; others ina benefit from extensive restorative 
therapy; and still others are in need of ongoing personul care and supportive 
services in conjunction with exercise to retard farther deterioration, 
, ?!* li )k ;! H)W Hl 7 v :' H "Pproximntely 200 participants. When in full operation, On 
Loks CCODA wdl have an active caseload of approximately -100, Throughout its 
luuryenr demonstration. On I,ok's CCODA wilhhave served approximately 1,00(1 
..participants and will indirectly benefit the familv and friends of participants and 
many other elderly. 

YVie uervitv program 

Through its CCODA, On Lok provides nil health. services, i.e.. medical, social and 
supiwrtive services, required by the functionally dependent adult and coordinates 
these services with comprehensive medical and social case management. Compre- 
hensive case management is a crucial component for the CCODA's effective imple- 
mentation, 

Case management is provided in two wavs. First, a niultidlsciplinary health team 
regularly reviews the status of each participant. Together, the team works out a 
service ohm which is responsive to the participant's medical, therapeutic and social 
needs. Members ot the Assessment Team, in turn work with each participant 
directly providing all needed services. The Team physician, for example, is the 
participants physician and is responsible for all the participant's primary medical 
cure- • ■ ' 

'Second, the social worker/advocate is the agent of the participunV and responsible 
tor direct case management. Upon udmission. u social worker/advocate is assigned 
to each participant and remains with that participant regardless of his movement in 
the program. 'I he social worker integrates the needs and concerns of the participant 
with the resources available through the CCODA and provides psycho-social support 
to help the participant deal with situations that cannot be changed. 

Not only are health services managed and coordinated through the CCODA's 
comprehensive case management function, but they are directly delivered by the 
CCODA service staff. Services may be delivered to participants in their homes, in 
one of On Lok s multi-Ievel day centers, or if need be, on an inpatient basis in a 
skilled nursing facility or acute care hospital. Approximately 9f> percent of all 
outpatient services are directly provided by On Lok stuff. Inpatient services, which 
are provided under contract to the CCODA, are directly supervised by the On Lok 
staff physician. Thus, On Lok has complete control over all long term care health 
services. 

Services provided through On Lok CCODA include: physician services, both pri- 
mary and specialist: nursing services; therapy (physical, occupational and speech); 
comprehensive social services; dietary services, including meuls and dietary counsel- 
ing; transportation, both- non-emergency transport to service programs and emer- 
gency transportation; home chore services; laundry;- escorting, shopping and inter- 
preting; home health services; and socialization services, including reality therapy.' 
education, group exercises, crafts and work activities. Through contract with other 
providers and under supervision of On Lok's direct service staff, other long term 
care services are provided: acute hospital care: skilled nursing care; board and cure; 
medications; radiological and radio-isotope services; clinical laboratory services; 
prosthetic and orthotic appliances; medical appliances and supplies; and ambulunce 
service. Medical services provided by part time retained medical specialists include: 
podiatry, dentistry, optometry, audiologv and psychiatry. For more detailed descrip- 
tion of these services, refer to Attachment 1, Definitions of Reimbursable Services 
for the On Lok CCODA project. 

Project staff 

On Lok is guided by a policy board of health consumers and health professionals 
residing in or working in the On Lok service area. These board members are deeply 
concerned with the quality of health care provided to its community's elderly and 
serve on the board voluntarily as a manifestation of their concern. On Lok's commu- 
mty ii?M l ?. rd d t ?nnos Program policy and approves all program contracts and grants. 
Dr. William L. Gee is the president of On Lok's Board of Directors. ' 

Marie-Louise Ansak, as Executive Director of On Lok, is responsible for the 
planning and operation of the CCODA service program. Dr. Harry Lee, Medical 
Director, is responsible for the medical care delivered through the CCODA program. 
Physicians and health professionals from the community serve on a Medical Advis- 
ory Board, some members of which meet monthly as a Medical Utilization Review 
Committee. Together these groups review th« quality of care provided through On 
Lok s CCODA. 

Most services are directly provided by On Lok staff members, who represent all 
major disciplines involved in the provision of long term care. Specialty services not 
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directly provided by stuff tire provided under subcontract witb the CCODA and 
supervised by staff. 

The research component of On Lok is headed by Rick Znwadski, Ph.D. Dr, 
Znwndski.is responsible for the planning nnd implementation of the dntn mannge- 
ment system nnd coordinates the evaluation nnd resenrch components of the 
CCODA* project. On Lok's research component^works closely with a Research Com- 
mittee, composed of On LokJJonrd members nnd researchers in the area. 

Project funding and reimbursement 

The planning, development nnd evnluation of On Lok's CCODA project is support* 
ed hv Research and Demonstrntidn Grnnt from the Department of Health, Educa- 
tion *nd Welfare— Office of Human Development Services, with funding from the 
Admin istrnt ion on Aging and the National Institute for Handicapped Resarch. This 
grant was awarded on October 1, 11)78. 

Funding for the service program comes from the Health Care Financing Adminis- 
tration's Medicare (Title XVIII, Social Security Act) program. Through waivers 
granted under Section 222 of Public Law 92-60U. On Lok is reimbursed from the 
Long Term Cure Trust Fund a monthly capitation payment foe each participant in 
its CCODA. This single payment covers all health and health-related services pro- 
vided to participants either on an outpatient or inpatient basis. 

California State Department of Health Services has independently reviewed and 
supported On Lok's CCODA project. The concept being demonstrated by the CCODA 
project is consistent with demonstrations called for by California law (A.B. 998). As 
prcscntly^structured. however, the State of California is not involved in the financ- 
ing of the project, 

Project significance 

Approximately 20 million Americans are (15 years of age or older. Of these, almost 
2 million are in need of some form of long-term care. A majority of these neither 
need nor want institutional care. Yet fur most, the institution is the only long term 
care option available. 

On Lok's. CCODA directly benefits the 1,000 elderly it serves. Moreover, this 
demonstration will provide instruments for assessing and data for describing the 
cost and quality of traditional long term care and the relative "cost-benefit-effective- 
ness" impacts of expanded, comprehensively funded, centrally managed and deliv- 
ered health services. This information will have direct implications, not only for 
other low-income, ethnic elderly residing in the inner cities, but for all elderly in 
need of long term care. 



Homkwood Retirement Center, 

United Church ok Christ, 
Hanover Pa.. April 10. 1980. 

Congressman Claude .Pepper. 

Chairman. Houxe Select Committee on Aging. 

Washington. B.C. 

(Attention: Lou Bracknell). 

Dear Congressman: We write to nffirm our belief in and support of the concept 
of Day Care for the Elderly. It has been our privilege since January 1, 1976, to 
conduct a Day Care Program for the emotionally, socially, and/or physically needful 
residents 60 years of age or older in our community. 

• The average age of our participants is 76. In 1979,- we served 43 individuals— 16 
male and (27 female— with 25 of this number being over 75 years of age. Thirteen of 
the 4^ iivted alone with no other support system. Adult Day Care goes way beyond 
the concept of the Senior Center; and this statement is not meant to .reflect nega- 
tively on/that very fine program. However, as the Day Care concept has developed 
in this pjjirt of Pennsylvania, most of our participants could not continue to function 
outside bf institutional care without the supportive services they receive in Day 
Care. Our program is funded in part by Title XX funds and by a grant from the 
Pennsylvania Department on Aging. 

Participants in our Day Care program who have a family support structure can 
"remain iunder the influence of that support structure because Day Care provides 
alternative care while members of the family work outside the 1 home, or it serves as 
a means of relief for those who are seeking to care for medically needful relatives in 
the con/fines of their home. For example. Day Care has supported the aging wife 
who is trying her best to care for here stroke afflicted husband. The same is true for 
children who are trying to care for their stroke afflicted mother at home. Our 
support has kept these people at home with their families rather than in institu- 
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tiotiH. Of cour'Hf. tlH)«L V withoiJt nil v other Hupport Htructuro riupend ontirolv on |)„ v 
(.an. HurviCM) to rwtmin funetlonlnK and vinhlo lidultH. * 
Wo nro able to odor thix Horvieo for $K.70 por day por participant. TliiH'eoHt doi«H 
not intludo the coot ol tranHportntion which ix provliuiby the York Transportation 
„! iImV, utht, . r . Hl 'Pi; url u !» l ««r Coi,Mimnit.v. Cost lor transportation woold 
prob . ly add another $. |*r day to our unit cost. This is well below the avera K e cos 
il i\ hour . per day iiiHtitutioni.l jure in our community. Fundin K for the Day Care 
roKram has nut been afe^Ae to undorwrito all of u ur costs. I lomewood Rutin- 

0 I fi.i fi ? T, n H ndo 7nttt;n some of the cost through in-kind contributions. We 
lor the Elderly " " comn,ittnumt tu the concept of Day Can 

wffi pIKm. 1 " thiH op,K)rtunitv 10 writu in H,lppurt uf t,,iH vL,r y vitnl «""-«h- 

Siiicerely, 

J. William Andkhson,' 

Administrator. 
Dkanna 11 Noiilk, 

Day Care Coordinator. 

McDonough District Hospital, 

Macomb, III, April IS, 1980. 

Lou Bracknkll, 

Staff Director Subcommittee of Health and Long-Term Care 
Washington, B.C. < 

Dkak Ms. Bracknkll: At the suggestion of Edith Robbins, I am sending you the 

Kt?l^ H ? aIth Services PW'« at McDonough 

" S hi Hn P , « V A^'Tn 10 "^" thG reCOrd at the ApriI 2; ' rd House Committee on 
Aging hearings on Adult Day Care. 

1 certainly hope this material will be of assistance. 
. Sincerely, 

Greg Cask, ' 
Director of Gerontology, 

McDonouoh District Hospital, 

Macomb, III., April /J, 1 980. 

Edith Roihiins, 
Baltimore, Md. 

Dear Ms. Robbins: Thank you very much for your phone call on April 11 and 

S'^ r fTn inte : eSt in l) ? e n Day Health Services program of the McDonough \ 
District Hospital Department of . Gerontology. We are very proud of our work here 
/ and welcome any opportunity to share our experiences. I certainly hope the infor- 
mation enclosed will be of assistance at the House Committee on Aging hearings on 

fowJjZ °f are r A ? P Y f ft* lett , er as weI1 as the ^^rmation enclosed has been 
forwarded to Lou Brecknell Staff Director of the Sub-Committee on Health and 
Long Term Care, for submittal to the House, Committee hearings 
1.11° u^nv??? ' k y0 ^ U ^ dersta u nd i ng of the materials enclosed, I thought I would 
hnt y ?hPrP 1 11 a K° U ^ D nnS° Ugh Count y.5 nd its People. The 1070 census indicates 
AnnJvi^t if .iS f ,( L 00 pers , ons »* esidin g semi-rural McDonough County. 
ho P ^f w te / 2 °t °° ? ( y ese ,n dividuais reside in Macomb,.the,.county seat and 
1 MO nL a e nnn " V ™ e ™t y - 0f l t e remainin * townships, four have between 

1.UUU and 4,000 residents while 14 townships have under 1,000 residents. There are 
just over 5,000 county residents GO years of age and over with'just over 2,000 of 
£2P«n i * m S^cc-mb. Approximately 1.300 of the McDonough County residents 
aged 60 and over have incomes below poverty level 

-J™ f eI , lhei "} er Be q uest has greatly assisted McDonough District Hospital in its 
attempts to address the special needs of older McDonough County residents. These 
monies have been* utilized in attracting many physicians to this area, increasing 
medical services not only for the aged but for the general population. The bequest 
has allowed us to account for the special physical, psychosocial, and spiritual needs 
nfhorn^imJ r f P .? pU il at,cn * m desi 2 m ng the Day Health Services program and 
other programs of the Department of Gerontology. In short, without this bequest, 
we feel we would not have had such a tremendous opportunity to address the 
specific health needs of the McDonough County older persons. aimress me 



, i % 

\ 

Again, thank you for your Interest in our program for the ngod at McDonough 
District Hospltul. If wo can bo of any further service to you In your work, please do 
not hesitate to contact me. 
Sincerely, 

OUKfl Cask, 
Director of Heron toloxy, • 

McDoNOlKIII DISTRICT 1 IoSIMTAI, 
A DKI'AKTMKNT ()K GKRONTOI OUY 

History • 

In 197JI, Mrs. Lulu V. Fellheimer of Macomb, Illinois passed away leaving a 
generous bequest to McDonough District Hospital. This money was left to the 
hospital under the stipulation that it be used for health related services for elderly 
persons residing in the vicinity of Macomb, Illinois and to the extent possible giving 
preferential treatment to persons lacking financial means. Three years were spent 
in court determining the most appropriate interpretation of Mrs. Fellheimer's will. 
The courts determined that the bequest could be used for perspns (i!i years of age 
and older who reside in McDonough County. The court went on to say that the 
money coul.d bo used by the hospital in three ways; to support indigent inpatients; 
to assist in the recruitment of physicians to McDonough County; and to develop and 
operate geriatric outpatient clinics. 

The McDonough District Hospital Department of Gerontology was established in 
April of 1977, in accordance with the bequest of Mrs. Fellheimer This department 
.was developed to provide older persons in McDonough Countv with health related 
services which support the individual in maintaining independence through preven- 
tion, maintenance or rehabilitation, to serve as a community resource providing 
information and referral to the aged, their families and other interested individuals 
and to play an instrumental role in community education concerning the abilities, 
circumstances and needs of older persons. 

The Department of Gerontology has developed several programs since its incep- 
tion in 1977. These include the Day Health Services program, a telephone reassur- 
ance program, annual flu immunization clinics, coordinating a county wide program 
for the terminally ill, a hearing evaluation and rehabilitation project and others. 

DAY HKAI.TH SKRV1CKS PROGRAM 

Goals and objectives 

The philosophical base of McDonough District Hospital's Day Health Services 
includes the conviction that simply supplying services is not enough. It is the 
primary focus of the program to ensure the maintenance of that sense of power and 
control over one's destiny which is critical to the integrity of the personality. 

Older persons have substantial interest in health services and should therefore 
have a voice in the development of these resources and facilities both in their 
operation and delivery. Further it is believed that the geriatric individual is an 
important and integral element in our society from whose presence we can leara. 

Based on this rationale, the following are the goals and objectives>of MDH Day 
Health Services Program: 

1. To provide a viable alternative to inappropriate institutionalization by thc» 
establishment of an adult day care program. 

2. To offer, through a multi-disciplinary approach, an individualized plan of 
treatment and to provide encouragement for active participant involvement. 

3. To implement a multi-disciplinary model which will he an integrated program 
of medical, social and therapeutic content.. 

4. To offer transitional services to facilitate the elderly persons' return to their 
homes from acute or long term care institutions. 

5. To prevent social isolation and encourage social interaction for elderly individ- 
uals. 

(i. To foster effective nutritional habits through n well balanced meal. 

7. To offer specialized transportational services to program participants. 

8. To assist all participants' families in their efforts to maintain elderly in the 
home. 

9. To provide a protective enviornment, retard deterioration and provide rehabili- 
tative measures. 

10. To provide, through t\ie team approach, a supportive atmosphere in order that 
the individual may continue to direct their life 'and maintain their independence. 
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l)A>* HKAI.TH HKUVK'KH 

Developmental tvsv history 

Thin H:i war old male entered the Day Health Services program with degener- 
ative arthritis in both upper and lower extremities, coronary heart disease, severe 
bilateral hearing loss, a hiatal hernia and vertigo, Though once an active business 
man within the community, in the pant few yours he had been home bound, and 
hving mono, Due to the arthritis and lack of exorcise, ambulation was very difficult. 
His self concept was quite low and ho exhibited a great | ac |< 0 f self confidence, Ho 
seemed to. have given up. 

A care plan was set up for this individual which included physical therapy, dailv 
exercises, involvement in constructive therapeutic activity, and involvement in 
counseling and instruction groups. Staff was alerted to provide positive reinforce- 
ment for accomplishments and to encourage him to help out around the Day Health 
unit as much as possible. He was instructed on how to deal with and prevent 
dizziness due to vortigo. In addition, instruction was given on how to decrease the 
iklihood of choking due to hiatal hernia, -is well as how to self-ndminister the 
heimhch maneuver. *• 

After one year with the program, this gentleman is able to ambulate indoors 
without assistance and out oi doors with a cane, Weather permitting, he is now able 
to regularly walk the several blocks from hiH home to the downtown district, 
Through the program, he developed an interest in making leather belts and wallets 
and rubber link doormats, Ho now orders materials on his own and sells his 
products throughout the community. 

By providing this gentleman with the environment and the skills to maintain 
independent function, he seems to have been able to re-kindle his desire for active 
participation in life. 

Developmental cane history 

This 71 year old male with pulmonury emphysema, hypertension, arteriosclerotic 
heart disease, obesity, and cataracts was referred to us by the Public Heulth Depart- 
ment. At the time, he was living alone in a small travel trailer not designed Tor 
year round habitation. He exhibited, both behaviorally and verballv, a very low self- 
concept and an unhealthy dependence on others. He is a very bright and knowledge- 
able gentleman but at that time appeared to be unuble to take the actions necessary 
(or self care. * 

Since his admission to the program twelve months ago, his average attendance 
has been three days per week. The staff, as a team, has encouraged independence by 
focusing on the participant's nbilities rather than disabilities. An atmosphere was 
provided within the Day Health unit where self help was matter-of-factiy expected. 
Verbal self-abuse was generally not acknowledged. In regards to his medical condi- 
tion, respiratory therapy was ordered and his emphysema and hypertension have 
been ctose y monitored. Dietary counseling through the hospitul dietician was pro- 
vided rfegularly. 

The/greatest success with this participant has been in a greatly improved self 
concept and abili.ty to exprcise control over the conditions of his life. After a few 
months in the programme sought assistance in contacting on ophthalmologist and 
has hadawii^uccessful cataract surgeries. At his suggestion, he was assisted in 
applying for subsidized housing in a new development and has now relocated. His 
personal hygiene and appearance have improved greatly with his increased self 
confidence. He has become very involved in small woodworking projects with an- 
other program participant and a close friendship has developed, Though very little 
weight loss has been recorded, the dietician continues to work with the participant. 

This 70 year old female entered the program in January of 11)80 with diabetes 
mellitus, asthmatic bronchitis, arteriosclerotic heart disease, and left shoulder pain. 
She lives with her husband who also has several chronic conditions. She had sought 
entrance to the program primarily because she felt a great deafc of physical and 
emotional stress in dealing with her own and her husband's health conditions. 

She was given instruction in diet control, medicution. and infection control in 
relation to her diabetes. She has received respiratory therapy within the program 
and was assisted in acquiring home breathing 'equipment. Phvsical therapy was 
ordered for the left shoulder pain. She receives individual instruction from an 
occupational therapist concerning appropriate ways to deal with -stress, especially 
through an exercise program. In addition, one to one support is given. She has 
attended several medical education discussion groups within the program where she 
has been-very actively involved. 

It is felt' that this participants greatest benefit from Day Health 1 Services has 
been having the easy access to medical information and support. 
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ADUliT DAY IIKAI/TH 8KUVI0KN 

AdmiNNion prwvttutv 

Sttup /.-.Inquiry by the elderly person, a family member, or a prolcNNlonnl person 
on bfihair of the applicant. 

Stage An interview 1h conducted either over the phone or in the Department 
by the Director to establish eligibility based on the ridmitmion criteria. 

Stage ./—An interview iH conducted in the home with the participant and family 
members. The purpose of thiH is not to evaluate total functioning, but to provide a 
reasonable Indicator of the appropriateness^ of Day Health Services for.this particu- 
lar individual. ,,..11. 

Stage The prospective participant and family visit the facility. Lxplanation is 
given in regards to services offered, cost, transportation, etc. 

Stage 5,— An interdisciplinary team meeta to evaluate the applicant for participa- 
tion. .,1,11 

Stage A* —-The prospective applicant receives a physical, examination and the 
physician forwards an evaluation and recommendations, 

Stage r.— With the physician's written order, the applicant is nccepted and a plan 
of treatment is set up. 

1979 DAY HEALTH SERVICES PARTICIPANT REPORT 

Admissions Dischaigp (toys Open Total 1 

January 1 0 10 40 

February 3 0 12 81 

March 1 1 12 83 

April * , i 1 0 13 , 104 

May ' ! 1 0 12 , 85 

June/ 1 0 19 122 

July ; 3 0 21 121 

August '. • 3 1 23 165 

September 1 0 19 167 

October 3 ■ 0 23 200 

> November 3 0 20 180 

December * 1 1 19 183 



• Total number (Mfticiiwnts as ot Dec. 31. 19/9. 23. 

, Day Health Services— Referrals 

Total number referrals 

Total number accepted t 29 

Reason for nonacceptance (applications in process) 3 

Referred to other agency 

Not eligible • 6 

Individual not interested 31 

Death 2 

DAY HKALTH SRRVICKS PROGRAM 

Admission requirements 

1. Should be aged 62 or older. 

2. Should reside within McDonough County. 
8. Should be free from communicable disease. 

•1. Should have a personal physician. \ 

5. Should be in need of a protective environment during the day because of a 
physical, social and/or mental disability. 

G. Has moderate to severe difficulty carrying out activities of daily living in the 
home. 

7. Should have a home environment which provides his basic needs during those 
hours he is not at the center. 

8. Should be able to walk alone, or ambulate with the assistance of a wheelchair, 
walker, or cane. 

9. Should be continent of bowel and bladder, or with an assistive device. 
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10. Cmuiot exhibit extreme mental collision which numiftwtii Itnolf thmuifh 

dlflablUty!* 1 r0qu,ro , COU8tant ono t0 ono Ntufl' supervision because of functional 
; jjf £jinnol bc> « chronic alcoholic or drug addict. 
Iii. Must be ablo to verbally or non-vurbally communicate IiIh needs to the staff. 

CYO Adult Day Cahk Ckntkr, 
e t „ „ t , « Akron, Ohio, May 9 % MSQ t 

Congressman Cuudk Pkppkr, 

House Select Committee on AmnL\ \ 
Washington, IXC, . 

(Attention: Lou Brucknoll) ' 

• Dkar Conorkshman Pkppkh: I would like to submit information into the Hearing 
Record an appropriateness and need for Adult Day Caro Centers. fi 
ni/Un B a oHi n ^ ll iua CrcniWc n ' ternati ™ to institutionalization. It provides comrnu- 
&mll?St. Promoting independent living therefore maintaining the 

Please note the two enclosures, One being a family questionnaire regarding each 
par?icU P nte ^ ° th ° r ** wnhmlton on thp *»" StB^rffi 

Again, Adult Day Care is a needed and necessary community service 
Sincerely, J 

Martha Frkncu, Director, 

CYO Adult Day Care 

" ;; CLIENT SATISFACTION COMPONENT 

»u ta L of f!i questionnaires wore returned. Attuched is a sample questionnaire 
with the breakdown of responses to each question. questionnaire 

nni.»«^ a ff Bt IT 1 for P Ur f ici Pation in -this program was seen as socialization (71 
percent), followed by recreation (ti percent), and supervision (20 percent). 00 oercen 
?•! ™ If ^ nd . e . n ^ reported a change in the client sVnce enrollment in L prKn 
0J Percent said hey would recommend the program to other in the community 
tfcS m P t^ ° f ^ M 10 the ^-stionnaire and tMr rela • 

nieS^^ husbnncM: Mend-1; foster home-1; 

horemanSr-l br0ther " 1; ^ther-in-law-l; sister-0; sister-in-law-l; grpup 

enrolTmlnt°Lc^r TOB t0 qUCSti ° n N °' 4 refinrdin B chnn « es in Participant since 

mm\^L\SL d l^ ^u 0 " 1 coa / ln ft "behavior has become more senile, pro- ' 
gram is helping to arrest the speed of detqriorat on"; "she no longer cries she is 
more cheerful' ; "she is a little more stimulated mental /'; "improved 1 ability to 
communicate created a purpose to get up and go, stimulated his m?nd V ^enjoyment 
of going somewhere every 5ay-he looked forward to going to CYO' 1 " "les?Sr3- 

beTndtTontral^ W nlorT* " fc "T' W W **P*t^-Wo&^U> 
hfm^fr «!Ii££ ' T re a J crt * more jelaxed, has taken some responsibility for 
himseir; needs are beyond services of center, withdrawn to home care"- "more 

a st r0 ke and entered nursing home''; "he is 1° " 
C^ Q « ♦ n? ^^ative around the house"; "showed interest in activities^ 

oM to tu to ^ Q u CtivitieS and friends and fee| s she hal aomV 

one to turn to for advice"; "much happier and more independent"- "Mness is 

ffir- 'Mii^h abl ^° d ° a " the i hingS he C0Uld wh^n n he stArted 1 Tt he 
™if,5 ' » * to j the 80?d nurse on duty who found the problem with her 
H^'Tu L>£ 05 de P re ? Sed ; , out i?° k on life is ^tter"; "more self conf dence 
"la^ ^ '-er and happier". 

vm7rp U n r ff!^ with thC elder l y u is wonderful - 1 hope that you'JI be able to continue, 
vel V ore tF*** th r an ether groups." "You have added so much to my 
mothers life. She really looks forward to coming every day and talking about what 
fe? ' experiences with you are a far cry from her days ?f watchSig TV 
tton ft? Qn • tak v g napS l l home - " Sa * s none of the ^ff carry on con^ersa^ 
woSl \ bl ^a^rent unlif? 1 1Z fK S ^ a gr ?l mg ' jShe feels this personal touch 

would be a great uplift to the spirits of many of these lonely people." "It was a great 
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relief tci mi* to know she was there properly tnkun cure of while I worked/ "I leel 
there Is a need for such a program In the community. . I-VU the program was quite 
worthwhile." "Stair at CYO are pleasant and helpful and genu Inely intervMUKl In 
client* welfare/ "Wo were grateful lor (;YO and concern offered by the Mtall. She IN 
now at retirement center/ 

QUKSTIONNAlHK 

Thn HtalT of the CYO Adult Uav Cam Center requests thai you complete thin 

qneHtionnalre no't'hat nn, evaluation can he made of how effectively Our program is 

meeting the need* or your famllv member who attends our program. 'Inn C Y() 

Adult Day Care stall appreciates your cooperation la promptly niliiiK out and 

returning thin form. Thin information will he sent confidential II you have any 

questions alx)Ut the form, feel free to call me nt ;*5M- t2l0. 

Thank you. • M , , 

: Ma urn a I<kani 1 ii, Ihnvhrt 

NorK.- ln the (allowing' uuestions, your relative or friend who attends our pro- 
gram will be referred to as the "participant". 

1. I saw a aeed for the participant to be enrolled in the CYO Adult Day Care 
program for; 

a '4 P » recreation HI percent. ~d. 12 HUiwrvision 20 pen »nt. 

1), a» socialization 71 percent. e. 0 all of these 22 percent. ^ 

c. 2 aotritioa .05 percent. f. — other (pleaao speedy). 

2. At the time of enrollment, I felt that the center participant could be helped by 
the Adult Duv Care program. Yes: II —No: 0. 

It Have there been anv charges in the participant since he/she began comity! to 
the Adull Pay Care program? Yes: 117 or 911 percent— No: l\ or 07 percent. 

I. If changes have occurred, please explain the nature and extent or these 
changes. (See attached.) 

5. Do you feel that the Adult Day Care atari could improve this program? Yes: 0 
or lf> percent— No: I am satisfied 20 or 71 percent, 
If Yes Mow? 

0. Have you received any complaints or negative remarks about the Adult Day 
Care program? Yes: M or 07 percent— No: :IH or }>H percent. 

7. Have you received oav positive remarks' about the Adult Day Care program,' 
Yes: 2H or (»H percent— No: V or 17 percent. 

S. Are there any other services that you would like the Adult Day Care program 
to offer to the participant? Yes: 8 or 20 percent-No: 24 or ft) percent. 

If Yes. What? ' . p , „ v 

0. Have the transportation arrangements for our program been sntislactory.' Yes: 
•17 or 00 percent— No: 1 or ,02 percent. ... 

10. Has the staff of the Adult Day Core center been cooperative in keeping you 
informed about the progress of the participant in the program and in helping 
resolve problems relating to your family member's participating in our program,' 
Yes: HO or 7;i percent— No: (\ or If) percent. 

II, To your knowledge, has the noon meal been satisfactory? Yes: ,iH or 5M 
percent— No: 0. , , n , , 

12. Would vou recommend the CYO Adult Day Care program to others in the 
community who might, benefit from such a service? Yes: .'J8 or \)\\ percent— No: 1 or 
.02 percent, ' • ' 

Signature of person completing questionnaire and Date. 

Relationship to participant. 

Additional comments. 

CYO ADUI.T DAY CAUK CASK RKVIKW 

The staff at CYO conducts quarterly goal setting conference on each participant 
to assess progress toward the individual goals and set realistic goals for the next 

Kvaluator observed a conference and was impressed with the effort made toward 
establish) rg feasible goals which is often a difficult task in the area of adult 
socialization. or 

The records reviewed were selected at random (every other one), and a total ol^o 
cases were examined. The records were very well organized and complete. This 
program has developed useful forms to gather the pertinent information. 

One or the difficulties in evaluating this program arises from the two distinct 
types or clients being served. One group or clients attend the center for socialization 
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nctiyftii'H, AnuthiT smaller urouii (if clients nttoticl who need supervised earn Uir a 
portion of the day. Not all J>fe clients attend on n dally basis. 

Vtw eyulunlor concentrated on two areas when reviewing the records; progress 
^toward individual goals and maintenance of health oh measured hv vital signs 
(weight, blood pressure, mid pulse rate), 

It in iirti'Nwmitf to note that of the benefits of thin program appear to he health 
related, 01 tlu» 25 ciiwn reviewed this in the suminnrv of the vital sigiw: IJ-vlml 
signs Improved; 2— vital signs worsened; ^-maintained vital signs at fairlv constant 
level; Is —no recent liilornyuion. 

Please note that I am not attempting to establish any causal relationships here, It 
doe* anjHMir, however, that thin program Ih meeting one of their objectives hv 
maintaining and stablizlng the health of some participants. 

The following in a brief summary of the Quarterly Report* (nee attached) on the 
cllentH progress toward goals an rated by the staff, f grouped the numerical ratings 
on section No. 2 (progress toward goals) an follows: 1-M poor; .|-7 fair, H-KJ good. 
Clood (clients) \.\ 

\}" r - v : 1L\1.1LZZ\\Z"Z\Z 5 

Poor , ;{ 

No information (not attending at present) i!^!!!"!!!!!!!!!!!!!!"! ;{ 

J also thought it might be helpful to include a sample of mmv of the goals: 
Lncournge participation in group activities. 
Make use of other areas in main room. 
Discourage sleeping. 

Involvement in individual craft project. . x 

Kricournge to report cancellations. \ 
Promote adjustment to center. N . 

Encourage attendance on regular basis. 
Encourage client to assume center responsibility. 
Discourage and extinguish ''wandering" behavior. 
Encourage interaction with at least one other participant. 
Discourage dependence on SWAP worker. 

In conclusion, this evaluator has been impressed with the quulitv of the CYO staff 
and tho'services delivered by this program. 

Testimony Suumhtki) hv Lknork S. Hkhnii, M.T.K.S.. DiuKrroR Adult Day \ 
Trkatmknt Ckntkh 1 



Casa Colma Hospital for Rehabilitative Moclicine, founded in 15KW, is a compre- 
hensive rehabilitation center delivering approximately $7.5 million in rehabilitation 
services each year. It serves in excess of 600 inpatients and ill '00 outpatients per 
yean It is fully accredited by both the Joint Commission on Accreditation of Hospi- 
tals and the Commission on Accreditation of Rehabilitation. Fncil i ties. 

Specific service programs offered by Casa Colina include a Children's Services 
Center (educational preparation and physical restoration Par /orthopedically' and 
neuro ogicnlly handicapped ■ children); Hospital Services CentoV (inpatient stroke 
rehabilitation program, inpatient spinal cord injury program, inpatient brain injury 
program, inpatient chronic pain management program); Career Development Center 
(vocational evaluation and training); Adult Day Treatment Center (dav hospital, 
preventive maintenance program, and personal disability adjustment" program ); 
Casa Colma Palms (retirement community for the elderly on limited incomes); and 
community clinics in arthritis, muscular dystrophy, cardiac work evaluation, pain 
management and stress, and brace and orthopedic Services. 

In June, Wo, Casa Colina Hospital for Rehabilitative Medicine initiated an Adult 
Day Health Treatment Program in response to a growing demand for an alternative 
health care system for the chronically ill and elderly disabled individuals who are 
medically stable and no longer need 24-hour inpatient care, but are still in need of 
skilled medical, rehabilitation, and restorative services. The trend to shorten up- 
proved lengths of stay for individuals on inpatient status has hindered the process 
of .rehabilitation in physical functioning and psycho-social needs and/or caused 
deterioration of conditions by not allowing the individual to learn to become maxi- 
mal y proficient at his/her level of ability. Our program serves as an alternative to 
total institutionalization or as a transition from an acute hospital, long-term care 
facility or a home health care program, providing a therapeutic environment for 
personal independence of the chronically ill and elderly disabled when less than 21- 
hour skilled nursing care is needed. The program provides skilled medical, rehabili- 
tation, and restorative services, along,with supportive services to the patients and/ 
or families/significant others, enabling the chronically ill and elderly disabled indi- 
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vlduals to live in their own homt'H and participate in their home and community 
environment to the fullest eKtent possible, The Adult Day Health Treatment (Voter 
Iuih hel|M*d prevent or |K>Nt|K>ne unnecessary utilization of Inpatient hospitals or 
lontfterm cure facilities, 

'lhe cost on a monthly bank which coverH the basic daily services of Mkllled 
nursing care, Nodal services, therapeutic recreation services, and nutrition otr a 
preventive maintenance level Ih $525 por month eomnured with $H(M) to $10(10 a 
mouth in a skilled nursing facility. The coat on a monthly basin, which cavern these 
basic dally services with emphasis on skilled nursing treatments, Ik $H40 a mouth 
compared with $-11100 a month in an acute care facility, The high cost of institution- 
alizing the chronically ill and elderly disabled demands that alternatives, such as 
Adult Day Health Care Centura, he established, .These approaches are clearly lens 
extensive nnd> if effective, have the promise of Having many tax dollars when 
achieving the |H>Hltive goal of maintaining persons in their own^homen in their own 
communitieH. . » 

Casa Colinn Hospital strongly recommends the establishment of Medicare reim- 
bursement lor Adult Dny Health Care Service* to the chronically ill and elderly 
disabled Medicare recipient*. At thin time, only the Individual services, such us 
physical therapy, occupational therapy, speech therapy, etc, are reimbursable by 
Medicare. The daily por diem, covering the basic dally HervlceH, at thin time in not 
reimbursable by Medicare, Our programs have been vendorized by the Development 
tal Disabilities Action of the California State Department of Health and by the 
California State Department of Rehabilitation to cover the daily per diem for those 
individuals who need the perHonal/dinahility adjustment training program, There 
are many private innurance carriers covering the dally per diem cfoponuing on what 
the Individual's contract reads. There are many patients who pay through private 
financing or receive free care. There have been many Medicare recipients who 
qualified for our Adult Day Health Services, but they lacked private funds to afford 
it, or the free care funding won not available and, as a renult, many have been 
placed in a long-term care facility. 

I firmly believe the Adult Day Care Programs, which are the sociol models or the 
preventive maintenance models, Hhould be financed under Title XX funding, These 
models compare to your intermediate care or board and care services, Title XX» at 
the federal level, mandates adult protective services, which is defined as services to 
keep people from being institutionalized. Unfortunately, many states, such ns Cali- 
fornia and its counties within the state, do not recognize or meet the mandated 
adult protective services. \ 

Adult Day Health Services compares to the services of a skilled nursing facility. 
Therefore, Adult Day Health Services should be recognized Wind reimbursed by 
Medicare, Adult Day Health Services are less costly than a skilled nursing home if 
you compare the daily per diem. A patient in a skilled nursing home, if they receive 
restorative services, such as physical therapy, occupational therapy. ana speech 
therapy, is billed separate from the per diem, just as it is done ih many day health 
programs. There is much evidence, also, that skilled nursing facilities cannot handle 
the high level of skilled nursing treatment care that many patients need. The 
Medicare guidelines state that un individual is eligible for Medicare reimbursement 
in a skilled nursing facility if they need, more than Just help with eating, dressing, 
bathing, and taking medications at the right time. This should be the same eligibil- 
ity criteria for Medicare to cover the cost of Adult Day Health Services. 

I would like to place in evidence, as part of my testimony, the following case 
studies of patients that have been in our program: 

Case study I * 

This patient was a 72 year old woman with a diagnosis of Osteoarthritis, Arterios- 
clerotic Cardiovascular Disease, Orthostatic Hypertension, Cataracts, and Diabetes. 
Before being admitted into our program, she was hospitalized seven times between 
July of 197,1 and January of 107b. She had been a dependent person all her life. Her 
husband spoiled her, waited on her hand and foot, and after his death, she went into 
prolonged immobility, bedrest, and dependency on others. There was a problem of 
management at home, because of her being very demanding and completely lacking 
any motivation for trying to help herself— she felt people should continue waiting 
on her. When admitted to our Adult Day Health Treatment Center, she showed 
evidence of being a very highly manipulative person, having passive-aggressive 
behavior patterns. The first month she was in the program, she did have physical 
therapy on an ongoing basis and one psychological consultation with our psycholo- 
gist. After one month in the program, she was discharged from physical therapy 
and did not need any more psychological counseling. During the next month, 
through the activities of our Adult Day Health Program, her endurance level 
reached a normal range. We placed her in the role of helping others to lessen her 
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de|K»ndency, She nl»o got Involved In ccKiklim activities and now enjoya cooking and 
in able to hntullo preparing her own menk She lum purchased a mobllohome i«iui In 
living by henudf, but for a short time continued it) our program oa a three day a 
week basis to maintain her eurrmit level, Hhe lum now been discharged from iho 
program and Ik living completely Independently In her mnbllehomo, and in active in 
community living. Prior to coming into our Adult Day Health Treatment Center, 
the* dollar* that were npent on her hospitalization totaled a very large amount, 
Without our Adult Day Health Center Program, an an alternative health eare 
system, hIjo would have ended up In a lomHorm cure facility for the rent of her lift, 

Casv study J ' 

ThlH woman, in her late seventies, hud a Ntroke in dune of 107ft and wan admitted 
to Cnsa Colina Hospital in duly of 11*75 an on inpatient for rehabilitation. White a 
patient at Cnsa Colina, Mho showed tendencies toward being impulsive, became 
agitated for no apparent reason, and intially ami intermittently felt depressed, She 
had n Hhort attention Hpan, was uncooperative, and a chronic complalner, Her 
endurance wan low and she needed to have someone with her at all times. Upon 
discharge, Hhe lived with her daughter who teaches Nchool. It wan a choice of being 
placed in a long-term care facility oi) becoming a patient in our Adult Day Health 
Treatment Center. When Hhe waH admitted to our program, her endurance wan Ht ill 
very low. She had to Uike rent period* after an hour or activity. The first month, she 
also received occupational therapy for range of motion. Aftter one month In the 
program, her endurance had built up and she had reached an independent level. 
Through our lectures on nutrition, Mho has now developed good eating habits which 
Hhe did not hove premorbidly, She has also developed a good pattern of exorcising 
which keeps her endurance level high. She was discharged from our program and is 
now very nctlvo in one of (the senior centers in the community. The dollars saved bys 
her being in our program uro insurmountable* compared to. what tho cost would 
have been if she hndlbeon placed in a long-term care facility in which she probably 
would have had to remain the rest of her life. 

Case study ,y /• 



This is a (>0 year old man who, in January of 1075, had a Btroke/ienving him with 
a right hemiparcsis and aphasia. After his condition was medically stabilized at the 
acute hospital, he was transferred to Cnsa Colina Hospital for nn in-depth rehabili- 
tation program. When discharged from Cnsa Colina* it was difficult for his wife to 
take care of him at home on n 24-hour busts because of her own health. The goals 
were set to muko him more independent, give him a chance to interact through 
either verbal or nonverbal communication, and to build up his enduranco to do 
things for himself. He received ongoing speech* thorapy which we reinforced through / 
activities. He was given vocational testing, but showed no potential, Through the 
various activities, he did show good eye/hand coordination and manual dexterity./ 
His communication skills had improved. Ho has many words in his vocabulary thai 
he can say, and also has good technique in gesturing his needs. Ho ambulates 
independently with n quad cane now and needs no supervision for bathroom needs. 
Their private financing ran out and he was going to be discharged from our 
program. Wo were able to get the State Department of Rehabilitation to fund him 
In our program to help him become more self-sufficient in case his wife's medical 
stability did not stay up to n level where she could take cure of him. He was taught 
kitchen skills and is able to prepare a breakfast, lunch, and dinner independently. 
Through the group counseling offered in our center, both he and his wife have 
adjusted well to his disability now, carry over into the home and community many 
things have learned through our program, and lead an active lifestyle with family 
and friends. When he first come into our program, besides speech therapy he had 
physical therapy and some occupational therapy. He was discharged from our 
program, there was a good chance of his wife not being able to handle many of his 
problems he had at the very beginning, and now as her own health flucuates up and 
down. 

Case study 4 

This woman, age 57, has a diagnosis of multiple sclerosis. She had led a very 
active lifestyle previous to, her illness. Since developing multiple sclerosis, she had 
become a very dependent N and demanding person. She had a very high level of 
anxiety and a manipulative behavior pattern. She played a very passive-aggressive 
role, making people feel she was completely helpless, Before being admitted to our 
program, she was at home all day with a licensed vocational nurse. She was very \ 
dependent in her activities of daily living and personal hygiene. She functioned \ 
from a wheelchair level. When she first came into the program, she did not want to 
push her wheelchair— she always wanted others to do it for her. We set our goals in 
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the program for her to become more independent ih her activities of daily living 
and personal hvgiene and feel that she had a place in society, and not to feel that 
she had to be dependent on others. She attended the center five days a week. while 
her husband, who is a professor at a local university, was working all day. Before 
she came°into our program, he was ready to place her in long-term care facility 
because he could not affored to continue paving a licensed vocational nurse on a 
daily basis and it became very difficult for him to handle her when he was home. 
Without the Adult Day Health Treatment Center Program, her husband would have 
placed her in a long-term care facility. 

Case study 5 

This is a 52 year old man with a diagnosis of multiple sclerosis. The onset was in 
•1907. The disease has progressed to the point tfciat he is at awheelchair level. He 
was admitted to our Adult Day Health Treatment Center with a feeling of hostility 
as a result of. his disability. There is a poor family life environment. He has 
difficulty getting along with his wife and children. He has a defeatist attitude. He 
leads an active fantasy life, has a very poor concept of himself, and his major coping 
mechanism is passive-aggressive behavior with strong dependency upon his family 
to meet his needs. That is what has caused problems withih the family, as well as 
the fact that/ he manipulates the family to meet his needs through his physical 
complaints. To summarize where he was when he came into our program, he was 
highly dependent, a vejry passive-aggressive individual who had reached the point of 
feeling very defeated about life. He had very low self-esteem, and did not want to 
assume a responsible role in interrelationships with-others. The goals we set for him 
in our program were to build up his endurance, to help him. become independent in 
activities of daily livinfc and personal hygiene, and to help him develop high, self- 
esteem. He did accompU .» most of these goals while he was in our program, but he 
was riot able "to continue after a couple of months because of lack of private 
financing to pay his way in the program. We have kept in contact with him and his 
wife. .He has regressed back to where he was befbrgjie came into our program, and 
even more.' There are many days that he does not even get out of bed. He does not 
wish to do' things for himself. The family, at this 'point, do not help him. There are 
many days he does not even get dressed or if jie is dressed, he doesn't get undressed 
and sleeps all night in his clothes. He has Medicare and Medicaid coverage. We feel 
here is a case where if Medicare and/or Medicaid covered our program, he would 
not have regressed to the point where eventually he will be placed in a long-term 
care setting for the rest of his life. 

Case study 6 

This was a 19 year old male with a diagnosis of Guillian-Barre Syndrome. He had 
complete quadri paresis with a tracheal tube due to respiratory problems. He 
reached a plateau of progress the beginning of November, 1976. Medicaid would no 
longer extend his stay as an inpatient in our acute setting for rehabilitation. It 
necessitated discharging him to a skilled nursing facility. At this time, he was still 
at a very completely dependent level. He could not feed himself. He could not turn 
or move in a bed. He was unable to push his wheelchair.. He was/unable to ring a 
bell for help. The care was very poor in the skilled nursing facilitv/'No one took the 
time to feed him his complete meal which caused poor nutrition. No one came in to 
turn him at night to prevent bed pressure sores or toilet him when needed. Bathing 
was rarely done. He deteriorated from the level he had plateaued at. He, as well as 
his family, became very depressed and despondent and finally took him out of the 
skilled nursing facility. He was admitted to our Adult Day:: Health Treatment 
Center in November of 1976 after three weeks in the skilled nursing facility. We 
taught' tjbej^amily how to care for him at night. In our program/ we carried out 
maintenance therapy, bathing, ongoing counseling to him and his parents, etc. After 
a couple of months, he started to show x some very slight functional return, as is 
common in Guillian-Barre Syndrome, and could have been readmitted as an inpa- 
tient. We kept him in the day hospital level of our Adult Day Treatment Centered 
intensified his individual physical therapy and occupational therapy sessions, along 
•with a group therapy session. This enabled him to be at home at night and on the 
weekends with his family. 

He began using adaptive devices to independently feed himself. He started to be 
able to turn himself in bed and to maneuver his own wheelchair, and learned to 
transfer with help, utilizing a sliding board, from wheelchair to bed— wheelchair to 
car— wheelchair to toilet. Even though He had learned to use a universal cuff, he 
continued doing many things by homing objects in his mouth. He became so profi- 
cient at painting that he continued to do it by using his mouth .rather than his 
hands. By September of 1977, he was ambulating independently with a walker, 
needing no assistive "devices on his upper extremities to carry out functional tasks, 



and moved into independent living away from his limy I v. In February of !!)7<s after 
receivint^ counseling on possih e vocational/educational pursuits, he began attending 
a community college on a half-day basis. Me attended classes on campus in the 
morning ami continued to be inpatient' in our Adult Da v Treatment Center in the 
afternoon where he continued to receive psycho-social services and intensive phvsi- 
cal tnerapy\nnd now today is able to 'rrmhulate without anv assistive devices The 
cost of his care at the plateau level in our AcujTr-Bay Treatment Center was .JO 
a month versus the skilled nursing facility cost of $801^)0 a .month. The total cost of - 
care in our Adult Day Treatment .Center was *UK47 versus inpatient status total 
cost, which would have been $IS.2M). These costs covered the bnsir daily services 
and did not include the individual physical therapv and occupational therapv ses- 
sion costs. The Adult Day Treatment Center saved 'Medicaid' over $lo\00l) on this 
one case. But. more important, we have rehabilitated the 'Total Individual" and he 
is able to be at home as an active member_of the familv through his rehabilitation 
process. 

In summary, the goals of our Adult. I)ay Treatment Center are treatment-orient- 
ed, rehabilitative and restorative rather than custodial. Casa Colina Hospital con- 
sistently attempts to insure Continuity of eyre for the disabled, person using the 
criter ia of appropriateness of treatment modality.. The orientation of the program is 
toward individualized treatment planning devised to .appropriately meet the needs 
of the individual patient. 

We have had to refuse many 'individuals who qualified for our Adult Dav Treat- 
ment Center. They lacked private funds to afford it. and as a result have had to*'be 
placed in a long-term care facility. These individuals were all recipients of Medi- 
care. Casa Colina Hospital is concerned that significant public and private resource 
is spent for institutionalization of disabled individuals. Our Adult Day Treatment 
J* nt * r desigmri t0 servt * ali adults with disabling conditions, not jus J t the elderly 
We feel the time has come for the Federal Government and the Health, Education 
and UelJare Department to develop t/ie regulations and make Adult Day Health 
bemcos a permanent program reimbursable through Medicare funding. 

I hank you for the opportunity to submit my testimony \on Adult Day Health 
(.are. I would like to extend an invitation to each of vou. as 'members of the Select 
Committee on Aging, to visit our/Adult Day Health Treatment feenter at Casa ' 
Colina Hospital to personally observe and experience how Adult Dav Health Care 
ser vices meet the needs of the chronically ill and elderlv disabled. " ' 
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i casa colina hospital 

rehibilmlive ■ medicine 
l*f> E.ivl Uonila Avenue • PomOn.i. GiMorni.i.917e7 *■ 714/093. 7S2I 



DAY HOSPITAL . 
RESTORATIV E PROG RAM 
I 



COAL: Provide medic j I. sViilr d nursing, 
physical restoration and supportive 
servicei whpn Ion Irian 24 hour s skilled 
nursing car* is nunded as An alternative 
to transition Irom total institutional- 
ixalion lo acheinw ma»imum Sell- 
dep*ndrtne» leading towifii an en. 
h,tncn J quality of Ids. 

SERVICE AREA; PomOna V.ill*y . 



f 'erftcally sl.iblw individuals with n*uro- 
logical, orthopedic, neuromuscular 
tr.njm.t or dis»as». ' • 



Medical Consultation or Services 
. Nursing Service* 

-■. Physical Therapy 
Occupational Thnrapy 

Speech Therapy 
Recreational Therapy 
Respiratory Therapy 
■ ■ Social Services 
Psychological Services 
Audrological Services 
Setual Counseling 
Vocational Evaluation/Counseling 
Lfiisurt* Counseling 
X R.iy and Laboratory Services 
Pharmacy Servios 
. Drivers Training 
Transportation 



ADULT DAY V / 
TREATMENT CENTER 



PREVENTATIVE * \ 
MAINTENANCE PROGRAM 



COAL: Provide therapeutic services and 
a therapeutic milieu to foster maximum 
level of physical. rnent.il and social tunc 
tioning as an alternative to total inslilu- 
tionah/ation in a long term restdenli.lt 
care lacitity. Provide respite and sup- 
portive services to lamilies and enable 
the physically disabled to live and parti- 
cipate in their horn? and community 
environment enhancing quality of lite 

SERVICE AHtiA: Pomona Valley 



M it dly /moderately disabled individuals 
with neurological, ortnopedic. neuro- 
muscular disease. 



Nursing Services 
Psycho-Social Services 
■ Recreational ThB/apy 
Family Counseling 
Transportation 



DISABL1LITY/PERSONAL 
ADJUSTMENT PROGRAM J\ 



I 

COAL; Provide personal, social, com- 
munity, prevocational/pre-educational 
adjustment training aml/br independent 
homrmaWr skills training to physically 
disabled etients referred by the Slate 
Department of Rehabilitation and Re- 
gional CfriWs lor the Ojvelopm entail/ 
Disabled. 

SERVICE AREA: Poroon.i Volley 



Mildly/moderately disabled individuals 
with neurologic Hi. othopeoic, neuro- 
muscular trauma or disease. 



Medical ConsulialKm 
. Nursing Services 
Psycho-Social Services 
Recreational Therapy 

Pnysical Therapy 
Occupational Thor apy 
Speech Therapy 
Family Counseling 
Psycho-Sociat Evaluation /Counseling 
Audiotogical Services 
Sexual Counseling 
Vocational Evaluation/Counseling 
Leisure Counseling 
X-Ray and-Laboralory Services 
Drivers Training 
Transposition 



Metropolitan Jewish Geriatric Center, 

Brooklyn, N. K, April 24, 1980. 

Hon. Claude Pepper, 

Chairman, Select Committee on Aging, 

House of Representatives, Washington, D.C 

Dear Representative Pepper: We are extremely pleased to be able to offer our 
co'mments and views on such an important and timely issue as Adult Daycare for 
health impaired older persons. We thank the committee for this opportunity. 

Metropolitan Jewish Geriatric Center, with 915 beds, is one of the largest long 
term care institutions in the nation. In addition to SNF o and ICE inpatient care, 
Metropolitan sponsors a Day Hospital, Long Term Home Health Care Program, 
Hospice, transportation services for the elderly and handicapped, Senior Center, and 
Institute for the Study; of Aging & Long Term, Care. The Day Hospital— a program 
aimed at providing long term health care and other support to chronically impaired 
older, adults on an outpatient basis— was our Centers first effort to reach out 
beyond the four walls of the institutional setting to the population most at risk for 
placement in a nursing home. 

Our Day Hospital beganjin October, 1977. Based on over two years of experience, 
we and the community wej serve are convinced that the program and similar adult 
daycare projects make a valuable contribution to the quality of life of older people 
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in the community. In pur case, with "the strong support of our Board and staff, the 
Day Hospital has managed to help maintain disabled older persons in their homes, 
m; ke their lives more meaningful and productive, prevent or forestall their prema- 
ture institutionalization, provide relief and support to their families, and offer an 
easy link to a whole range of needed services on the continuum of care. 

The enclosed report, although prepared in 1978, presents a more detailed view of 
our program, including the many problems that had to be overcome in order to 
make daycare an acceptable and effective element in the community's long term 
care system. Many of these issues will have to be addressed by your Committee in 
its deliberations. 1 

We had the opportunity to appear before Representative Waxman and the Sub- 
committee on health and the Environment in December, 1979 to discuss "Communi- 
ty-Based Long Term Care: Obstacles and Opportunities." In our presentation on 
New York State's Long Term Home Health Care Program, we urged the Congress 
not only to consider in-home care, but also^the \vhole range of other non-institution- 
, al services that should comprise the comprehensive continuum. This, of course, 
includes Adult Daycare. Needless to say, we were pleased to see the Medicaid 
Community Care Act of 1980 as the outcome of this hearing. The inclusion of Adult 
Daycare as one, of the covered services in the bill was particularly encouraging. 

While we feel the Medicaid. Community Care Act and the inclusion of the daycare 
option is a step in the right direction, we trust that your Committee will consider 
the following: / , 

Incorporate Adult Daycare and other community-based long term care modalities 
into the Medicare benefit package. 

Allow, states participating in the Medicaid program the option of providing cover- 
age for Adult Daycare services for certain low-income aged, blind and disabled 
people who need such care on a continuing basis to prevent or delay institutional 
placement, but are not categorically eligible because their incomes exceed the 
assistance standard. 

In addition, we urge you and your Committee to use its influence in developing a 
visible, high-level, fully-staffed and funded unit within the Department of Health 

and_Human .Services Jo focus on the creation- of community-based models, including 

mechanisms on the Federal, state and local levels to coordinate elements in the 
continuum of long term care. 
Thank you for your consideration. 
Respectfully, 

Dennis L. Kodner, 
Director, Planning and Community Services. 

The Day Hospital at MJGC: Community Treatment Services for Chronically 
III and Disabled Older Adults 

(By Dennis Kodner, Program Director) 

THE FIRST NINE MONTHS 

Preface 

Metropolitan Jewish Geriatric Center has long been concerned with the needs of 
older adults. The Institution's experience with delivering services to older New 
Yorkers convinced the Board of Directors and Administration that the dependent 
elderly perfer to remain in their own homes and, that for many aged persons, this 
would be possible if an effective interface between inpatient care and the communi- 
ty could be developed. In 1977, some ten years from, the idea's conception, MJGC 
opened its Day Hospital to Brooklyn residents. 

In recognition that the Center's Day Hospital is one of only a hand fur of such 
geriatric daycare programs in the metropolitan area, and that there still is a 
substantial unmet need for this health service among the many vulnerable, non- 
institutionalized elderly, MJGC— through its new Institute for the Study of Aging 
and Long Term Care^-decided to sponsor a one^day conference on October 19, 1078 
entitled, "Daycare for Impaired Older Adults: Philosophy, Planning and Practice." 
The purpose of the conference is to explore the daycare . concept and the "real-life" 
experiences of MJGC, with a view to encouraging new/project in this vital field. 

This report, a detailed overview of the Center's program and its first nine months 
of operation, is a..background paper to be used by conference, participants. It will 
also be useful to other administrators, researchers, planners and policy-makers 
interested in the modality's potential and how if^can be implemented. \ 
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j MJGC: An overview 

Established in 1907 as the Brooklyn Hebrew Home arid Hospital for the Aged, 
j MJGC is widely known as a center of excellence for the innovative treatment, 
| rehabilitation and care of the chronically ill, physically disabled and dependent 
( older adult. The 915-bed, JCAH-accredited mujti-level geriatric institution is operat- 
f ed under voluntary, non-profit auspices and is a member agency of the Federation 
j' of Jewish Philanthropies. The Center consists of skilled nursing and intermediate 
j care facilities, Day Hospital and Senior Center, and is acknowledged as one of the 
J largest and most advanced continuing health care facilities in the nation, 
j With the successful establishment of the Day Hospital, MJGC has entered a new 
I era of outreach and service to the community. Energetic and creative efforts are 
I being turned toward the development of a comprehensive range of intramural and 
| extramural services— using the facility as the delivery core— aimed at keeping the 
elderly in the community for as long as possible as well as ensuring them an 
appropriate olace on the continuum of care. An ambitious five-year master plan 
commits MJGC to strengthening its role in the fields of aging and long-term care by 
creating a Long Term Home Health Care Program under New York's "Lombardi 
Law," developing community-based home help services, establishing a Gero-Reha- 
bilitation Institute and Hospice program and further supporting the educational 
and research activities of the new Institute for the Study of Aging and Long Term 
Care. 

Evolution of the day hospital 

MJGC's Day Hospital is a natural outgrowth of the Institution's long-term in- 
volvement in delivering services .to older New Yorkers. Although the Day Hospital 
received licensing approval from the State Department of Health in June 1977 and 
opened its doors to the. first registrant in October of that year, the program's actual, 
conceptualization and planning can be traced back to the early part of the century 
when MJGC began to expand the scope of its services beyond those traditionally 
offered by a home for the aged. The Center recognized early that th3 unique needs 
of the elderly demand fresh approaches as well as new and improved programs. In 
1918, MJGC became the country's first geriatric facility to open a hospital unit to 
provide a full range of medical and surgical services to its infirm residents. In 1953, 
the Institution became the .first in New York City to house a Senior Center to 
provide older adults living in the community with meaningful recreational, educa- 
tional and socialization opportunities. This was followed in 1975 by a "Meals-on- 
Wheels*' program operated in conjunction with a community organization to provide 

- nutritious meals to frail and home-bound older people, MJGu's experience with 
these and other programs convinced. the Board of Directors and administration that 
older adults— if given a choice — prefer to remain, at home among family and friends 
and that an alternative/forestaller to institutionalization— an effective interface 
between inpatient care and the community — was required. This feeling, coupled 
with the fact . that at the time the Center had the highest occupancy rate of any 
Skilled Nursing or Extended Care Facility in New York State, compelled MJGC to 
pursue the idea of geriatric daycare. 

Between 19G8 and 1972, the daycare concept was further explored and incorporat- 
ed into phins for the Center's new Brenner Pavilion; the State-financed building 
included space for the program. Eventually the idea was formalized and the Board 
elected to develop this outpatient program as a means of offering impaired older 
adults who do not require 24-hour custodial care access to supportive health and 
social services without forcing them to become -institutionalized. In 1975, one year 

^ from the completion of the new building and after undertaking an evaluation of the 
unmet health needs of the chronically ill aged in the facility's service area and a 
survey of community resources, MJGC formally applied to the Health Department 
for approval to provide "Non-Resident .Services" under Subchapter H (now Sub- 
chapter C) of the State Hospital Code. With assurances from the planning and 
regulatory bodies that the project would .be approved, a Planning Task Force, 
consisting of department heads at the Brenner Pavilion, was organized to develop 
detailed program plans for the new service. Developing a geriatric daycare center as 
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part of an inpatient unit involved mnnv different considerations, including space, 
equipment, staffing and programming tlu? group met for six months to deal with 

each of these issues and, after finishing its work, was disbanded. 

" Tins paper nti'd resses itw lf-trr-fh*r Day Htwpitttl^-first-nHie- month^f-operation- 

nncl provides a detailed profile of the program' and its registrants during the period. 

Program objectives 

The concept of a Day Hospital at Metropolitan Jewish Geriatric Center was 
* implemented to fulfill the following institutional and community service objectives: 

1. To provide an integrated long-term program of health care and supportive 
services on an outpatient basis to aged persons who would otherwise deteriorate 
~ physically and mentally at home to a point where they would require 24-hour 
institutional care. 

> 2. To serve as a short-term rehabilitation setting for older adults who cannot be 

adequately treated in a home care program or hospital outpatient department 
because of the need for a broader range of supportive services and socialization 
experiences to achieve optimum functioning. 

0. To act as a medical-social halfway house for those older people who have been 
discharged from health care institutions and need time to develop sufficient self- 
care skills and emotional stability to permit continued independent life at home 
with a reasonable degree of self-satisfaction. 

4. To provide relief to families caring for their disabled older relatives#s a way to 
increase their support capabilities in sustaining thern at home. ft 

Administration and structure 

The Day Hospital is covered under the Center's operating certificate, but is 
independently licensed as an established health service und<?r subchapter C of the 
•State Hospital Code. The Program itself is .considered a department of MJGC's 
Uremic r Pavilion and its Director is administratively responsible to the facility's 
Assistant Kxecu rive Director in charge of professional services. 

" , The staffing and programming component of MJGC's Day Hospital reflects the 
uniqueness of the institutionally-based geriatric daycare center. The institution's 
administrative core is used as resource for billing, purchasing, payroll, administra- 
tion and certain patient care and supportive services, including meals. The day-to- 
dav conduct of the program rests in the hands of a full-time R.N.-Director. secretary 
and part -time clerk-Wpist. A full-time Nurses Aide and Orderly. Social Worker. 
Occupational Therapy^ Assistant and Physical Therapist are permanently assigned 
to the program from their respective departments. The facility's Activities Therapy 
t Department integrates Ray Hospital registrants into most of its inpatient program- 

ming. Tin- Center's Speech Therapist. Respiratory Therapist and Dietary staff pro-, 
vide services on an as-needed basis and the Medical Department's diagnostic and 
treatment services are made .available to registrants as well. 

.•1 < / m issr, m and disch a rye i -n / eria —into ice process— pa t ien t ca re ph n n ing 

The Day Hospitals target population is' defined by broad admission criteria which 
have been applied te applicant selection si nee*, the program's inception. Registrants 
must: be .V> years old or more: live within a^lO-mile radius of the Brenner Pavil- 
ion—in Kings Counts — and be able to cope with the day-to-day stress of commuting 
to the program; have a medical problem or disability; need therapy to improve, 
restore or maintain existing functions: need preventive, diagnostic or therapeutic 
services not feasible at. home: need daytime supervision; be oriented to time, place 
and interpersonal functions: have a family or significant other person who requires 
relief in on-going patient care management; not require 24-hour institutional care. 
Registrants can be discharged for a number ofreasons: 

1. It is determined that daycare is no^lon^vr needed. 

2. The registrant requires a higher or mun? intensive level of care. 
The program does not"rneet patient expectations. 

. 4, Continuation in the Day Hospital is considered inappropriate because of patient 
r adaptation problems. ■ ;; ... 

Excessive absences, including prolonged hospitalization. 
*>. Relocation out of service area. 
' 7. Death. 

The intake procedure has many steps; First is the initial inquiry about the 
program by the elderly person, a relative, a professional on behalf of the applicant 
or some other significant person. This is routinely handled by the Day Hospital 
secretary and or Social Worker, depending on thenature of the questions. This- may 
' or may not lead to the second stage, wherein applicants receive a two-part applica- 

tion, the. first part contains identifying data and detailed social and financial 
information to be furnished by the registrant or responsible family member. The 
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second part, a medical report, is completed by the applicant's personal physician or 
referring hospital. Once these materials are received, the entire admissions file is 
screened by the R.N.-Director.and reviewed by the program's Social Worker. Tele- 
phone interviews with the applicant his family or physician are used when certain 
— lnformation^s-missing^r^mcomple 

member are invited for a pre-admission interview and evaluation session which can 
last from one hour to one and one-half hours. This provides a face-tc^face opportuni- 
ty to make a fairly comprehensive assessment of the applicant's needs and the 
appropriateness of the service as well as to explain the treatment program and 
answer any further questions. The meeting also provides some time for the patient 
to view the on-going program and meet other registrants and key staff. If an 
applicant has no means of transportation to the Center, a home visit by the Social 
^ Worker will be arranged in lieu of the personal interview on the premises of the 
Day Hospital. The final stage of the intake process is a formal interdisciplinary 
evaluation by the R.N.-Director and Social Worker to determine admissability. The 
applicant and his family are advised of the final intake decision once it is reached. 
If acceptable, the registrant is advised of the number of days per week he will be 
coming* and the actual date he will begin. The applicant is also asked to sign the 
actual date he will begin. The applicant is also asked to sign a standard patient care 
agreement required by State regulations. From the Applicant's initial inquiry to the 
- first day in the. program, the entire intake process takes about one month. For 
registrants who are referred by hospital outpatient departments, intake can take as 
little as two to three weeks, because the medical \portion of the application is 
usually easier to obtain. \ 

Depending oh the number of days per week a registrant is scheduled to attend the 
Day Hospital, a patient care plan is developed in tl\e person's first or second week of 
the program.. Additional members of the interdisciplinary team (Activities Thera- 
pist, Dietician, Occupational Therapists, Physical Therapist and, if needed, a Speech 
Therapist) further assess thc-'patierit and develop appropriate goals. The facility's 
Medical Director or Chief Medical Staff takes a medical history and performs a 
thorough physical examination on the patient's first day. The personal physician or 
referring hospital is "then advised that the patient is in the program. A copy of the 
patient care plan is forwarded along with this notification for the doctor's signature, 
if the registrant is covered under Part B Medicare for any portion of the treatment 
plan. The personal physician also receives a progress report on his patient from the 
Oav Hospital every two months. 

All registrants are reassessed by the Social Worker every sixty days to determine 
the continued need for Day Hospital services and to modify or amend the patient 
care plan as needed. The entire patient care team and personal physical/referring 
hospital are involved as in the initial patient care planning stages. 

Range and scope of services 

The range and scope of services provided withih the Day Hospital program 
include the following: 

Activities therapy.— Older adults are often unprepared to cope with leisure time. 
The Activities Therapy Program at MJGC provides companionship and fun, a sense 
of belonging, n feeling of contentment* an opportunity to receive recognition, an 
occasion for new learning and a way to replace declining health and functioning 
with more efficient use of remaining skills and capacities. Activities for Day Hospi- 
tal registrants include: arts and crafts, cooking, dance; exercise, singing, special 
events (birthdays, holidays, etc.) and discussions. Programs are designee: to meet the 
individual and group needs of registrants. / 

Medical services.— All registi.<uts are under the car6 of their family physician or 
hospital Outpatient Department. On-site medical care' includes taking histories and • 
performing physicals of newly admitted patients; rendering first aid when regis- 
trants are involved in accidents or medical emergencies' at the Center\and, evaluat- 
ing acute episodes of illness. When certain specialty diagnosis or treatment is 
required and is not available for one reason or another in the community, they may 
be provided bv one or more of the Center's clinics. This includes Dentistry, ENT, 
EKG, Gynecology, Podiatry, Psychiatry, Ophthalmology, Optometry, Urology and 
X-Ray. 

Nursing services.— Health care surveilliance. triage, personal care and patient 
care coordination are major parts of the Day Hospital's basic service to all regis- 
trants. 

Occupational therapy.— OT can be functional or diversional in nature and is 
designed to increase range of motion, strength, dexterity and coordination. 

Physical therapy.— PT is provided using such modalities as exercises, heat, cold, 
whirlpool, ultrasound and diathermy in areas of ambulation, gait training, transfer- 
ring techniques, assistance with prosthetic devices, maintenance of joint motion and 
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prevention of disability from degenerative joint diseases. Individual and group treat- 
. ments are used. 

Speech therapy, For those who require it, speech therapy is provided as part of the 
patient care program. 

Respiratory therapy.^-This is an integral part of the program for patients in need 
of the service. * 

Folfd~s?rvice-md-mrtritional'^*outi3eling> — A-hoUmidday_^eal_ancLinorning_and_ 
afternoon snacks are provided by MJGCs inpatient Food Service Department. Meals 
are brought to the Day Hospital in a tray carrier. Nutritional consultation is 
provided by members of the Dietary staff and the R.N.-Director. This service is also 
provided to family members in order to help them to implement a planned dietary 
program at home. 

Self care education and training.}— This is an ongoing part of the Day Hospital 
program which occurs within the Center or in the patient's home. Registrants are 
taught to recognize medical illnesses, comply with treatment regimens and learn 
homemaking and ADL skills, The entire treatment team is involved in providing 
this service. 

Spiritual counseling.— MJGCs spritual advisor, a Rabbi, provides counseling for 
those registrants who want it. Chaplains of the two other major faiths are also 
available to DayHospitol patients. 

Community outreach.— This is an essential ingredient of the Day Hospital. Both 
the R.N -Director and Social Worker have been involved from the outset in educat- 
ing professionals and consumers in the community about the program's existence 
and purpose. Next, contact was made with agencies and institutions in tho service 
area to locate and reach the target population. As a result, an extensive referral 
network has been developed and the program is widely known. This continues to be 
an important activity of MJGCs administration and the Day Hospital staff. 

Transportation.— This service connects patients living in the community with the 
services of the Day Hospital. It is, therefore, an essential component of the program. 
Some registrants are transported by family members. Others are brought by ambu- 
letf* through a commercial vendor or private care service. 

Volunteers.— These community minded people perform special services within the 
Day Hospital setting and are usually assigned to and supervised by a team member. 
Trained volunteers are especially helpful in creating and sustaining a bright, posi- 
tive atmosphere for Day Hospital registrants. 

The Day Hospital's patient care program operates from 9 A.M. to 3:30 P.M. daily, 
five days a week. A typical daily schedule of a registratnt is as follows: 

Time Activity • 

8:10 to 9:00 A.M Arrival and coffee/juice. 

9:15 to 10:00 A.M Phys.oal therapy. 

10:15 to 10:40 A.M Discussion group. 

10:45 to 1 1:1 f> A.M Exercises. 

11:15 to 12:00 noon Medications and necessary medical treat- 

ment. 

12:00 to 1:00 A.M Lunch. 

1:00 to 1:30 P.M Rest period. 

1:30 to 2:30 P.M Scheduled activity (arts and crafts, cook- 

ing birthdays, group discussions, etc.). 

2:30 to 3:00 P.M Snacks. 

3:00 toji: 1 5 P.M Prepare to leave. 

3:15 to 3:30 P.M Departure. 

Physical facilities \ 
The Day Hospital occupies part of the Brenner Pavilion's Medical Facility Unit. 

The building's fourth floor consists of 25,000 square feet of clinic space and patient. 

treatment areas. The area strictly devoted to the Day Hospital comprises three 

rooms— Day Room and offices, Television Room, and Lounge— occupying lOtifi 

square feet of space, or slightly less than 5 percent of the floor's total area. 
With more than twenty registrants on an average day, the present area is too 

cramped to\ accommodate daily programs and office activities at the same time. 

Therefore, we are currently considering the relocation of the Day Hospital's offices 

to other areas on the fourth floor. 

Registrant characteristics 

_ Day Hospital registrants range in age from 51 to 93 years/with 70 percent over 
70. The mean\age was slightly less than 7(i years. Nineteen percent are male and 
eight-one percent are female. Ninety-seven percent are white and eighty-seven 
percent are Jewish. Seventy-five percent are single, widowed, separated or divorced. 
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Forty-nine percent live alone in their own apartments. Thirty-eight percent live in 
their ow/i apartments with either a spouse, relative/non-relatfve. and the remaining 
thirteen percent live in the households of their children, other relatives/non-rela- 
tives or senior citizen hotels, DCFs, etc. 

Almost 42 percent of the Day Hospital registrants live within a one to five mile 
radius of the Center. Thirty percent live a mile or les; away. Twenty-eight percent 
live five to ten miles from the program: 

Diseases of the circulatory system account for fift/«one percent of the primary 
~dia^nn5^-ofn-f^iatr»ntH-f>n-aHmiaginn_tri t Hp tW HospitaJ JwejUy^ wo perc ent_have 
diseases of the central nervous system, musculoskeletal system and fractures; rime" 
percent malignant neoplasms; ten percent diabetes and eight percent have miscella- 
neous other diagnoses. 

Based on the predictor scores obtained on New York State's Long Term Gare 
Placement Form (DMS-1) 94 percent of the registrants qualifv'for some level of 
residential health care (i.e.. SNF or HRF) on admission to the Day Hospital. With a 
mean predictor score of 119.2. 70 percent of the registrants qualify for HRF cat ?? and 
18 percent for SNF care. DMS-1 scores ranged from 41 to atitf. 

Some 58 percent of the registrants walk with aids and 10 percent use wheelchairs; 
27 percent walk without assistance. 

On* admission, 98 percent of the registrants had their own physician or were 
regularly receiving medical care at a hospital Outpatient Department. / 

Information and referral sources , 

Referrals for patients accepted by the Day Hospital come from many sources: 40 
percent from family and friends; 22 percent from hospitals; 20 percent from social 
service agencies and other communitv organizations; 10 percent from the .'applicants 
themselves, and S percent from MJ6C and other residential health car-.* facilities. 

In analyzing where registrants obtained their information aboutithe. Day Hospi- 
tal. 27 percent learned about the program from social service agencies and other 
. community organizations; 24 percent from a hospital Social Service Department/ 
Discharge. Plannt r; 19 percent from advertisements; 12 percent /from MJGC and 
other residenti.u healtjj care facilities, and 9 percent from articles in daily and 
community newspapers. 7 



Bef'vtvn October 1, 1977 and June .'JO, 1978— nine full months of operation— the 
Day iiospital had admitted 07 persons; 22 had been discharged; 45 remained at the 
end of the period. The Day Hospital averaged seven admissions and two discharges 
per month. During this period. 22 percent of the registrants* attended once weekly. 
54 percent twice weekly, 22 percent three times weekly, and 2 percent five times 
weekly. The average length of stay, counting the total time lapsed from the day of 
admission to either the day of discharge or the last day in the study period, is 
almost 94 days. Twenty-four percent were in the program for oi er six months; 2:t 
percent for less than a month; 42 percent from l-.'J months, and 1 j percent from U-li 
months. 

Almost 54 percent of the registrants made at least one visit to a diagnostic or 
special care clinic at MJGC. A total of 12;* visits were reported. Ophthalmology and 
Optometry accounted for 42 percent of these visits; Podiatry, H0 percent; Dentistry. 
9 percent; Psychiatry, 9 percent; ENT, 8 percent; and, EKG, 2 percent. 

Almost 07 percent of Day Hospital registrants attended Physic:! Therapy; ;W 
percent. Occupational Therapy; 10 percent. Speech Therapy; vmd 5 percent, Respira- 
tory Therapy. Obviously, many registrants visited more than one Rehabilitation 
service at MJGC. A total of 1521 visits were recorded during the nine month period. 
On the average, each person made 20.5 visits'to PT; 10.5 visits to.OT; 20.4 visits to 
Speech Therapy, and 2H.7 visits to Respiratory Therapy. 

White ear^y data does not tend to support the expected relationship between 
DMS-1 "scores and the number of visits to rehabilitation therapies, statistics ob- 
tained recently clearly show a strong connection between the two. This_discrepency 
can probably be best explained by a combination of factors: the tightening of 
rehabilitation need criteria for Day Hospital registrants, greater admissions selec- 
tively, and the' increasing- conflict between inpatient and Day Hospital rehabilita- 
tion programming and scheduling. J, , 

. Reimbursement ' 

The primary source of reimbursement for .-Day Hospital patients was as follows: 



Utilization 



Medii 
Selfi 



;icaid , 

pay {includes self pay/medicare: and. self pay/sliding scale), 
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Penrni 

Medicare (includes medicare/medicaid; medicare/private insurance; and, 

medicare/self pay* .' 1 

Other third parties j ; $ l 

Medicaid reimburses MJGC $23.95 per patient day for day Hospital care. 

Transportation 

Transportation is critical to the success of a geriatric daycare program. Yet it 
presents the greatest amount of frustration and is one of the most expensive 

^components. Almost 95 percent of Day Hospital registrants use some form of vehicle 

♦ trarisporr^^nd^roTn-the-Gcnter;-5^percent-walk-from home. Fifty percent are 
transported by ambulette, fourty percent by taxi/limousine and five percent by 
family automobile. 

Medicaid reimburses the commercial vendor directly at the established rate of $32 
round trip. Registrants who are not covered by Medicaid pay these carriers a 
discounted, but still high fee. In order to reduce this heavy financial burden, MJGC 
applied for and recently received a Federal matching grant under UMTA 16<bX2) 
program to purchase specially equipped vehicles to transport Day Hospital regis- 
trants at a nominal fee. This service will commence late next summer. 
Conclusion and summary • 

The MJGC experience highlights important aspects of the planning, development 
and operation of a daycare program within the context of a geriatric institution. 
The institutional setting has had a clear impact on the delivery of these services to 
the community and vice versa. 

The philosophy of the sponsoring institution, MJGC, has greatly influenced the 
Day Hospital's service orientation. Geriatric daycare can either focus on rehabilita- 
• tion or maintenance; the Day Hospital is aimed, by .and large, at increasing the 
' functional level of older adults. The type and combination of health and supportive 
services, was, therefore not only based on the needs of the population-at-risk, but 
also determined by the scope of institutionally-based resources potentially available 
to the new program. The Day Hospital and its apparent success has had a beneficial 
effect on MJGC. The traditional image of the facility as an "old age home" has 
given way to local and national recognition as a Comprehensive Geriatric Center 
and an enhanced reputation as an innovator in the fields of aging and long term 
care. Integration between MJGC and the surrounding communities has increased 
tremendously. The program's innauguration has also sparked the beginning of a 
. new era of outreach and community service for the institution. The Day Hospital is 
viewed by the Board of Directors and administration U6 only the first step in a 
series of contemplated programs to keep older people in their homes and out of 
residential health care facilities. • 

On the other hand, the Day Hospital has presented some difficult problems for 
the institution. It has taxed the leadership abilities of the administration and has 
forced the facility into an on-going conflict over scarce institutional resources be- 
tween the program needs of residents/inpatients and Day Hospital registrants. 
From an operational point of view, the high rate of absenteeism among registrants 
necessitates almost daily rescheduling of therapy and clinic services, and Medicaid- 
policies and procedures require a vast amount of time-consuming paper work which 
could otherwise be directed to direct patient care. 

The vital aspects of transportation, referrals, and financing represent the three 
other major dilemmas for the program. A geriatric daycare program is not. really 
viable without a solid transportation system. The coordination of this service, its 
high cost, the lengthy travel time for many persons, and the uneven quality are 
frustrating o to the Day Hospital registrants and staff and present a great challenge. 
Developing needed referral sources presented an early obstacle, although i, is the 
program's lifeblood. While the program now has a waiting list, it took many months 
and a lot of time and hard work. This was, in part, due to MJGC's relative 
inexperience in the community service field.. More importantly, however, the mar- 
keting- of ' the- program proved far more difficult than initially expected. Many 
.; .'private physicians and hospitals considered the Day Hospital a direct competitor for 
their patjents. Senior Citizen Centers felt the same way about the role the program 
could 'play with their clients. An intensive educational program arid constant re- 
minders of the responsibilities of these professionals and agencies to the aged helped 
^.to overcome much of this early confusion and opposition. With respect to financing, 
,;non-Medicaid eligible older adults and their families find it difficult, it not impossi- 
V ble^ to afford, the fullcost of the program and non-subsidized transportation. While 
AtilGC has'provided financial assistance to many registrants from community funds 
: Jn the form of a sliding scale fee, the financial burden for the institution is consider- 
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able. More importantly, the present Medicaid reimbursement, pegged by the State 
to one/third the facility's inpatient rate, is unrealistic and severely underestimates 
the true cost of providing the Day Hospital's intensive matrix of services. 

The Day Hospital at MJGC— despite some formidable problems— provides a valua- 
ble service to impaired older adults living in the community. With the strong 
support and encouragement of the institution's Board, administration and- staff, as 
well as the program's growing acceptance among consumers and providers, the Day 
Hospital has managed in less than a year's time to help maintain disabled older 
people in their homes, make their lives more meaningful and productive, prevent or 
forestall their premature institutionalization, provide relief and support to their 
families, and offer an easy link to a whole range of needed services on the contin- 
uum of care. 



The American Occupational Therapy Association, Inc., 

Rockville. Md, May 9, 1980. 

Hon. Claude D. Pepper, 

Chairman, Select Committee on Aging, 

Washington, D.C 

Dear Chairman Pepper: I am enclosing the statement of The American Occupa- 
tional Therapy Association in conjunction with your Committee's hearings on adult 
day care centers. I request that this statement be included in the record of the 
hearings. 1 

\ The Association applauds the Committee's initiatives regarding this very impor- 
tant area of service delivery. We believe adult day centers have much to offer our 
Nation's older citizens. 

We look forward to working with you as you seek to improve these programs, and 
we offer whatever assistance we can provide. 
Sincerely, 

Francis J. Mallon, 
Director, Government andJLegal Affairs Division. 

Statement of the American Occupational Therapy Association 

The American Occupational Therapy Association (AOTA) founded in 1917, now 
represents close to 29,000 occupational therapists, occupational therapy assistants 
and students nationwide. The health professionals represented by the AOTA special- 
ize in increasing the independent functioning and productivity of people of all ages 
who are physically, psychologically, or developmentallv disabled. 

Occupational therapists work in a wide variety of settings using rehabilitation 
techniques to reduce pathology or. impairment and help their clients achieve a 
maximal level of independence. Occupational therapists are committed to the belief 
that a health system which provides the beat medical intervention in the world to 
save a life is incomplete if it does not include services to help ensure that the life 
which has been saved will be meaningful and productive. 

A significant proportion of occupational therapists and occupational therapy 
assistants — approximately one-third work with individuals over 65 years of age. 
Occupational therapists are intimately involved in providing health care services to 
older people both in institutional settings, such as hospitals and nursing homes, and 
through community based facilities ana organizations, such as health centers,, home 
health agencies, and day care centers. Occupational therapists, therefore, are espe- 
cially supportive of efforts to improve* the health care provided to the country's 
older population and the commend the Committee for initiating congressional dis- 
cussion of the role of adult day care centers in such efforts. Occupational therapists 
have a long history of involvement in adult day care services. Consequently, they 
have developed a deep understanding and commitment to the value of 'adult day 
care in assisting individuals to maintain their independence and sustain themselves 
in the community. 

Adult day care was initially developed in Europe and is an established part of the 
European and British health care system. The earliest adult day care models were 
termed Geriatric Day Hospitals which developed out of occupational therapy depart- 
ments housed in general hospitals. The treatment program emphasized training in 
activities of daily living, and selected craft activities designed for both groups and 
individuals. Physical therapy, social activities and assessments of social competence 
were also part of the program. The full time staff of the day hospital was comprised 
primarily of occupational therapists and orderlies, with clerical services and part- 
time physical therapy, speech therapy, social work and medical [supervision availa- 
ble from the main hospital. ' j 
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In the United States, adult day care is a' relatively new concept. In 1974 onlv six- 
programs were in existence. Since then over 600 programs have been estaSed 
I^n^'i an i d m I olvem ? nt n , adult dfl y careVve evolved primary af the 
community level with substantial support from both public and private sources 

A guiding principle of the occupational therapist working in the adult dav care 
setting is that purposeful activity, or occupation, including its inVr~rW a l and 
environmental components, may be used to prevent and mediate dysfuS i and to 

^•n!H™"?r a £ P ^ tion i At ^ he ? eriatr ' c P hase of ?he hum? ^ developmental 
ftnVnr! ^ um .ihe need for adaptation Increases as the functional capacities of the 
human system begin to decrease. Adaptation is a change in function that oromotes 

£££ n n nd ^ S f'-" a H tU !i 1,Zat L 0n - When a ^i 80 " fails to » da Pt. dysfunct tor f^equ™ * 
r^n„?V a r life ,nd,v,dual becomes dependent upon external resources. Thelccupa- 
n J?vin m P U8eS ? ur , po ? e J ul a< ? ,v, ty that is - occupation which is appropriate X" 
a given older person, to facilitate the adapt ve process, thereby imorovine rnn^nni 
performance and the client's ability to remain Fn the community func tional 
f requently, adult day care centers are categorized as emphasizing a social/health 

Tnrn^ Ce 0r modeL Alth ? u * h overall care provi/edin bt h types 

of programs is part of the continuum, the status of the majority of individuals ben^ 
servedoccasions the differences in emphasis. Occupational therapists together wif^ 
several other health professionals, wort in both mc&els tnerap,sts ' together with 

Social/health maintenance model , 

As a part of the multidisciplinary team, the occupational therapist serves either 
as a planner-administrator-program coordinator or as staff member or co^ultoht 
in ^d^ft X™^ admmistrator the occupational therapist is involved in develop 
mg adult day care for a given area or community. Using knowledge of behavtor 3 
activity as it concerns the frail at-risk, older population, thVocTupXntl S 

fh a T„ a , pr ^ am "^-J?** 8 the of the client population and thoL of 

the larger community. This involves working cooperatively Juring the plannin^and 
formative stages with the professional staff of other service dflivery ageS to 
assure appropriate coordination and maximum use of existing serviced In this ^le . 
the occupat.onal therapist must evaluate the community ancf determine the i prowr 
I n nnnli' r0g ; am T whi <* «» directed towards social services health S 

tenance and prevention medical issues, or some combination of these. The occum- 
tional therapy frame of reference assures that client, family, andstaff concerns ' 

f r S nfe ^? n ^'Tj nen L 1 aCti \. ity, , 80cialization - and PMical and psycholciica I func- 
tioning will be addressed in the planning stages »"«b»wu iuni. 

niSvPSiTa?-^— ? ame iS8 y? wi " te carried over mt0 the occupational thera- 
^nfnSJS 38 admm,s trator and/or program coordinator. Since occupational therapy 
reinforces and supports the concerns of all team members, including the client and 

dynamic D ro C ^am n a nH Un ^'^ eaC0Ura B es effective implement ton of a 

oyaamic program and individualized plan of care 

The occupational therapist, as staff member, evaluates clients considered fnr 
p acemen in the day care center in order to identify the^ex1st?ng Se of 
functional capacity. The client's ability is evaluated in the hrw mafor E n, 
KhlZisf f - maintena "<*or self carl productivity or work Z Seo^ay 
„i „ eraplst assesses the client's occupational performance according to the func 
. K & m P° nen * of motor, sensory, cognitive, and intrapersona 1 andlnterplreonal 
skills. F6 lowing these evaluations, treatment programs are desiKned to ach^^"™ 
- .three major goals of occupational therapy intervention! g 0 6 the 

1. 1 he reduction of deficits in occupational performance. 
. .f iu ehmination of barriers to occupational performance 
tl J™ n r U £ Ur ', nB 0f competency in occupational performance. 
Many of the clients referred for a social-health maintenance model of dnv rare dn 
are Sm* 6 S , e Jf re , der,Ci ^ S in °?cu P ational performance. Usually the* Ublems 
are confined to subtle losses m sensory and motor systems, physical endurance and 
function, and cognitive and socialization skills. An initia ev^uation enablS t"« 
ZXJT l ^ rap ? t0 identify ^inc problem areas and design a p l a n ^f 
rlfenV? Hn , " then ,nCor P°ra tod into the team's plan of care. Generally these 
clients do not require an intensive, long term occupational therapy treatS 
program, but only short term treatment intervention The occupational therTnUr 
may also serve as a consultant to the other team member? and I S ^ifem fn 
implementing appropriate treatment designed to improve occupaCna WoVm^nce 
Many individuals in these settings have minimal sensory, motor a^d cXZ^ive 
deficits which prevent successful integration of the new informaTorwWchKuaT 
LuJZ ° f /T ° ent ? rS u daily aCtivitv P r0Bram - These same cents' tend to be 
awkward and clumsy in their movements, thereby presenting difficultieTat meat 
«hnrt 0 r » wh ? n P artlcl Pat'ng in an activity session. They may also demonstrate a 
short attention span, diminished self-esteem, emotional lability, low/fru 8 tratton ' 
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tolerance, and poor peer interaction. The occupational therapist, working coopera- 
tively with the team will identify specific, meaningful tasks for the client. These 
tasks will be structured, sequenced and appropriately adapted to address the indi- 
vidual's particular problems. 

During the short term occupational therapy treatment phase, the therapist will 
help the client develop a secure functional baseline, so that he can adapt to, cope 
with, and, hopefully/overcome the deficits identified. In treatment, this may require 
reinforcing new information by sequencing specific activities involving the motor, 
visual, tactile, kinesthetic and other sensory systems in addition to the cognitive 
system. Environmental adaptations involving, for example, physical positioning are 
also introduced. These approaches are reinforced by the total team in the centers 
daily activities program. As the client's baseline functional performance improves, 
the need for treatment diminishes and the daily program structure is modified to 
meet the client's individual needs. At this point, the therapist assumes the role of 
consultant, periodically reviewing progress and routinely assisting staff and client 
with specific problems as they arise. . * 

As a consultant, the occupational therapist assists staff to develop specific group 
and individual programs which may be necessary to maintain the client's functional 
level and/or prevent further deterioration. Group homemaking and feeding and 
cooking programs, involving specific structure, placement, positioning and adaptive 
equipment, can enhance client performance while at the same time contributing to 
increased self-esteem and socialization. Work oriented activities, for example, use of 
an assembly line or specific task assignment system, similarly require occupational 
-therapy input to help identify and deyelop appropriate procedures and methodolgy 
which will hasten client improvement. Enhancing the client's daily life skills, 
whether in the area of personal self care or general self maintenance in the 
community, can also be implemented on an individual or group basis. 

The occupational therapist is availalble to assure the development of specific 
procedures and approaches . necessary to meet the needs of the particular clientele 
being served. The therapist is also used as an expert resource to client and staff 
when management problems arise concerning independent life skill performance. In 
some centers, the certified occupational therapy assistment may also be a part of 
the full time staff, functioning as program or activity coordinator. 

Medical model 

The role of occupational therapy in a medical based day care program differs 
somewhat from the social/health maintenance model. Essentially the difference is 
one of degree and duration. In most medical model settings, clients will require an 
extensive and intensive restorative treatment program. These clients, usually dem- 
onstrate major deficits in functional performance, putting them much closer to the 
"risk of institutionalization" level of care. Once evaluated, clients may be placed on 
a specific treatment program of greater intensity than that required by social/ 
health maintenance participants. The occupational therapist works closely with all 
other team % members. as well as with the client and family to assure appropriate 
integration and carryover of the established team plan and goals. 

Consider, for example, the situation of a client who has had a stroke causing 
sensory loss of the left arm and visual impairment on the left side demonstrated by 
a left sided neglect. Typically, family and staff report that the client is constantly 
bumping into things, that he refuses to use his left arm, even though he can move it 
and has been observed using it. The arm is bruised, or may have had a recent burn, 
which was ignored by the client. The occupational therapv evaluation indicates 
perceptual problems, most significantly a left hemianopsia; deficits on the left side 
in proprioception, kinesthesia, sterognosis, and in touch, temperature, and sensa- 
tion. The client is easily frustrated, very labile, and while fairly independent in a 
wheelchair is moderately dependent in his personal self care. 

The occupational therapy treatment for this individual will focus on sensorimotor 
treatment to help the client reintegrate the two sides of his body. Training in 
activities of daily living is implemented in conjuction with the day care nursing 
staff, who emphasize particular techniques and approaches outlined by the occupa- 
tional therapist to help the client increase awareness of his left side, as he performs 
dressing and grooming tasks. Specific compensatory techniques ajre taught to help 
the client overcome his left field deficit, and these are incorporated into the day 
care staff plan of care. , , 

In this situation the occupational therapist would also work very closely with the 
activities coordinator to assure that these compensatory techniques are applied in 
the daily activity session. The social worker woulrj work with the occupational 
therapist to- help the family understand tho problems and be supportive of the 
'•"client s needs. The occupational therapist would also work with the family and 



client to modify and adapt tin* home to moot the needs of a wheelchair bound 
individual. 

For both the social maintenance' and medical type programs occupational thera- 
pists support and encourage a multidiscinlinary approach in the adult day care 
setting. The goal of promoting the client s continued survival in the community 
along with encouraging client self-actualization 'is shared by ai! disciplines. As part 
of the (earn, occupational therapists alert other members to client deficiencies in 
functional or adaptive occupational performance and work cooperatively in a team 
approach to facilitate client potential for continued and/or improved independence. 

The American Occupational Therapy Association is aware that differing opinions 
on the effectiveness of adult day care treatment have been presented to the Commit- 
tee. The Association's experience and information is much more in concert with the 
reports of the On Lok Day Health Centers in San Francisco, California and the 
Massachusetts' Department of Public Welfare than w ith the assessments provided by 
William G. Weissert. Ph.D. of the National Center for Health Services and Research 
(Department of Health and Human Services), Although the Association has not 
conducted surveys or studies in the adult day care area, reports from Association 
members indicate that significant benefits— related both to quality of care and cost 
effect ivenss — derive from the treatment and services provided in adult day care 
centers. 

The Association, therefore, fully supports the continuation and expansion of adult 
day care services. Furthermore, the Association urtfes Congress to provide support 
for comprehensive and in-depth studies of this form of service delivery. Such studies 
are necessary so that effective and appropriate support mechanisms, involving a 
cooperative and responsible mix of public and private resources, can be established. 
The\Associ7TTim>4iirther urges that the discussion of adult day care not get bogged 
down in unnecessary and wasteful distinctions between social and medical models. 
In this context, it is hoped that a major emphasis will be placed on development and 
maintenance of a continuum of care, whose goal is independent living, to whatever 
degree possible, and whose specifics are determined by the individual needs of the 
person being served. In this way the primary focus will be where it belongs — on 
each of the nations older citizens. 

The American Occupational Therapy Association appreciates the opportunity to 
offer these comments. 



Stati: cr Florida. 
Dki'aktmk.vt ok Hkalth and Rkhakii.it ativk Skrvicks. 

Tallahassee. Fla.. April 1(>\ J9S0. 

Congressman Ci.au ok Pkim'KU. 

Chairman, Select Committee on Atfintf, Suhcimimittvc on Health and Lon^Ternt 
Care, Washington, IXC. 

Dkak Coni;iu>sman Pkitkk: In preparation for the April 23 Subcommittee -hear- 
ing on adult day care, I am transmitting a recently completed issue paper on the 
addition of medical adult day care to the Florida Medicaid Program. A service 
proposal has been submitted to the Florida legislature to implement the program 
by .January 1, 19S1. . 

I hope the issue paper will assist you and your staffs ongoing efforts to provide 
adequate services for our elderlv citizens. If vou have anv questions, please do not 
hesitate to contact this office UM)V lSS-HH);0. 
Sincerely. 

LuMakik Pomvka-Wkst, 
Medicaid Program Specialist. 

Attachment. 

Chaitkk IV, Medical Adult Day Cakk 

INTRODUCTION 

Since the advent of Medicare and Medicaid, national and state reimbursement 
policies have supported an institutional model of care for impaired adults in need of 
health services. As a result, 70 percent of the U)M billion Medicaid budget in 1977 
went for institutional care nationally, whereas 78 percent of Florida's 1977 Medicaid 
budget supported institutional health care of the categorically needy. As a result of 
this institutional care bias, nursing homes for long term care of the elderly have 
flourished, whereas non-institutional care facilities for the elderly in/ need of on- 
going health services have been developed by the State primarily on a research and 
demonstration project basis. 
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The Florida Legislature unacted the Community Care for the Elderly Act in 197(i 
The law required 1 I RS to implement and evaluate lour different kinds of con nun 1 

ftuk A.S r S™Th,^! a, H L ' ! r r ^ C t arC - fam ! ly r J !»«n>"nt. ■tsnlor center care and 
adult day care The Honda U'Kislaturo required ii specific evaluation of adult day 

h^lWn '1 " dd ' tlon - 11 rm^rvd that community care services, "when possible 

YIY nr^\, 0b c ai " t,d c Undc ' r .' n.' th , e JFJ oridn Pll,n for n >« dicul assistance under Title 
XIX of the Social Security Plan 1 '. The evaluation results will be discussed in a later 
hoc tion. $ ' 

The Florida Medicaid Program does not currently provide reimbursement for 
medically oriented adult day care. Although funding of adult day care programs % 
possible through a number of other Federal funding sources, includingTitle III of 
he Older Americans Act, Title XVIII and Title XX, very fevv^dult day care 
pr ?Kl l . m ? havu been developed in the State or funded by MRS \ 
vi y i ha8 a J ) P rove I d Fonda's 1115 Waiver application to wai\« a number of Title 
Smmun?tv°P 'f^ 1 * 1 ! 0118 ' n ord f er T t0 Title XIX funding of the Ancil a y 

Community Care Services Project. In additi to other community care service/ 
medically oriented adult day care will be funded in part by Title XfX funds for the 
first time. The five day treatment centers funded under fL demo^stS project 
will be medically-onented and will provide services bv medical professionals in 
addition to sociallyoriented services, the Title XIX Medicaid Demonstration Gran" . 
will provide the medically-onente^ adult day treatment services to ninetyXven 
frail, elderly clients by the ^- third project year This is a small sample of f the E 
|(roup ,n need of such scryfces, Therefore, a number of Medicaid eligible, primarily 
impaired elderly persons in. need, of services provided by a medically oriented adult 
day care urogram, may continue to be placed in institutional ca^ unneSSy 
because ol the lack of appropriate community alternatives. unnecessarily 

i PROGRAM ISSUES 

niim^-Zii 0 inc ^f in K irJtTation in health care costs and the political and economic 
h 5?h n t0day - Stntt>S arU com P elIed to seek the most effective uses of scarce 

ti n!i „„/ ? K resources. One means is to minimize the use of expensive institu- 
t onal and acute care health services and to maximize the use of less costly services 
such as outpatient and preventive care.. Yet, as numerous studies have indicated, 
the cost/benefit results of institutional versus non-institutional care are dependen 
on such in crven.ng variables as the level of skilled nursing care required by a 
service model, the impairment level of clients, the average daily attendance by 
facility, transportation costs and start-up costs, ' 

whPthnr C °^S! eX |il SSUe ^ J 10 ^ an 5 wers to the major program questions of 
whether medically oriented adult day care programs can (I) reduce 
institutionalization and promote deinstitutionalization, (2) improve or maintain 
?nL y t?h,?onnl ps ^ osoc,nl ^nctioning, and (3) be provided at a cost less than 
institutional care for comparably impaired elderly. If the evidence indicates that an 
won H hPi^u glT?™. cun P° sit ively address these program concerns, then it 
TntlttiL l . n n tht ' States best interest to extend MedicaidVunding to these programs 
olSuvo mCrGaSe resourcu base for this type of community care 



PROGRAM OBJECTIVES 



rrJXln F • T ,d ^ a1 ^ Rented adult day care is to provide noninstitutional 
mnn « mT^ ft Me £ ,cn,d el JP"e recipients who have chronic physical impair- 
ments which, in the absence of alternative services, would require nursing home 
placement An elderly person is at risk of institutional or nursing home placement 
when ones ability to tend to personal health and 'daily maintenance needs are 
inadequate to compensate.for a physical or mental disability. 

™iiu ° n,C >aa P r 2 bIems ar f common among the elderly and consequently medi- 
ca ly oriented adult day care does not consist exclusively of restorative and rehabili- 
tative aervices. There is also a specific program objective to provide preventive and 
maintenance hea th services intended to keep the characteristics of aging from 
unnecessarily debilitating an elderly person. b 
Additional program objectives are as follows: 

Provide outpatient medical care, including medical maintenance, pharmaceutical 
services, crisis intervention, counseling support services and referral. 

Develop and deliver services which- wifl enable individuals to maintain living 
arrangements in the community which are suitable to individual needs, resources 
and preferences. 
Link services with the needs identified in an individual care plan 
Perform a continual monitoring process of all individuals to ensure adequate and 
mronrmtp mm n 



appropriate care 
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IIACKG HOUND 

The Social Security Amendments of 1072 (P.O. 92-IUW) required the Secretary of 
HKVV to establish an experimental program of adult day care in order to evaluate 
v the effect of this type of program on promoting alternatives to institutionalization 
and reducing the cost of providing nursing home care. HEW has funded a number 
of research and demonstration projects since that time to develop a medically 

* oriented adult day care model. As a result of the evaluation of initial demonstra- 
tions, the Medical Services Administration of HEW published in 197(1 an informa- 

, tion memoranda on reimbursement under Title XIX for day hospital and day 
i treatment services. 

Since 11)70, Title XIX funding has been available for day hospitals and day 

* treatment services. The day hospital is distinguished from a day treatment service 
program by its greater emphasis on rehabilitation and restorative services and its 
closer relationship with a hospital or .rehabilitation center.. The day hospital offers 
many of the same services as a general hospital but eliminates the costly room and 
board services of a twenty-four hour facility; There are a number of basic services 
that can be offered in day hospital and a day treatment service program and which 
can be funded under a state's Title XIX progam including the following; 

Medically Oriented Adult Day Care Services: 

I. Medical services supervised by a physician, which emphasize diagnosis, treat- 
ment, prevention, rehabilitation, continuity of care, and maintenance of adequate 
medical records. x 

Z Nursing services rendered by professional nursing staff, under a nursing plan 
of care. ■ ■ 

U. Diagnostic services including, laboratory, X-ray, and related clinical services., 
4, Rehabilitation services: 

(«) Physical therapy as prescribed by a physician, appropriate to meet the ambula- 
tory needs of the patient; / 

(b) Speech therapy for patients with speech language disorders; 

(c) Occupational therapy as an acyunc^ to treatment designed to restore impaired 
function of patients with physical and mental limitations; 

d) Inhalation therapy for patients having chronic upper respiratory problems. 

- r >. Pharmaceutical services with the responsibility for obtaining, storing, dispens- 
ing and administering medications. 

6. Podiatric services provided or arranged for under direction of the supervising 
physician. 

i . Optometric screening and advice for low-vision cases by a licensed ophthalmol- 
ogist or optometrist 

8. Self-care services oriented~£oward Activities of Daily Living (ADD and personal 
hygiene. This includes toileting, bathing, grooming, etc. 

0. Dental consultation to assist patients in obtaining regular and emergency 
dental care. 

10. Social services for patients and their families to help with personal family and 
adjustment problems which may interfere with effective treatment. 

II. Recreational therapy to meet the psychological and social needs and interests 
of the patient. 

12. Dietary services, with meals of suitable quality and adequate quantity to 
attain and maintain nutritional requirements, including special diets. Dietary coun- 
seling and nutrition education for the patient and his family is a necessary adjunct 
of this service. 

113. Transportation service for patients to and from thier homes, utilizing specially 
'equipped vehicles to accommodate patients with severe physical disabilities that 
limit their mobility. 1 

TARGET POPULATION 

The target population for medically oriented adult day car consists of Medicaid 
eligible,, chronically ill, elderly, or other disabled persons who meet one of the 
following criteria: 

Are at the point of discharge from hospital or other acute facility, and who, except 
for the availability of a "Day" program, would be placed in a long-term care, 
institution; ( 

Are residing in the community but are "in crisis" and imminently in danger of 
institutionalization. These are persons whose disabilities and level of functioning 
are such that without intervention, institutional placement would likely occur; 



1 Information Memorandum, SRD-IM-7(>-H (MSA), January 22, 11)76. 
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Are residents of miming homes or other long-term care facilities, but for whom 
institutional placement is determined to be unnecessary, and are judged to be 
appropriate candidates for a "Day" program. 

PROGRAM HKNKF1TS AND LIMITATION 8 

Medically oriented adult day care is suited for elderly clients with one or more 
diseases or disabilities which are either painful or which require substantial medical 
treatment. The major program benefit is that adult day care makes it possible for u 
proportion of these physically impaired elderly to remain in the community. The 
following quote-'from a preliminary report prepared by the Miami Jewish Home and 
Hospital lor the Aged Adult Day Care stall helps put this program benefit in 
perspective: "Eighty-eight of the current day care caseloads would qualify under the 
Medicaid regulations for nursing home care. Of this percentage 28 percent would be 
classified as skilled care resident*, 25 percent as Intermediate I residents and 47 
percent as Intermediate II residents. 1 

The major limitation to a statewide establishment of bicdically oriented adult (lay 
care centers is the possibility of their services being used in addition to, rather than 
a substitute for, nursing homes. The existence of the adult day care homes would 
then increase overall costs without reducing institutionalization. This occurrence 
may be anticipated if the- services are made available to all those who need preven- 
tive medically oriented adult day care rather than nursing home residents or those 
about to enter nursing homes. The level of care to be provided by medically oriented 
adult day care would need to be determined for target population parameters to'be 
developed in accordance with a specified budget threshold. 

In a recent needs assessment survey of six HRS districts, transportation resources 
were designated as a major factor limiting the widespread implementation of adult 
day. care. The transportation limitation was also noted in HRS' "Evaluation of 
Florida a Community Care for the Elderly Program" with the following recommen- 
dation: "Adult day care programs and senior center programs are recommended for 
more densely populated. areas, because of the costs involved in transporting clients 
to the center. Senior center care is more appropriate for less impaired, more 
independent clients; day care is appropriate for more impaired but still mobile 
clients . 3 

The transportation limitation is an important variable in site location planning. 
With the increasing energy costs, there may be a future need to distinguish between 
urban and rural service models. The allocation of HRS district service centers has 
been accomplished by using clients' isip code numbers aggregated as the site param- 
eters. Bid sites are, chosen for their close proximity to the largest number of client 
residences. A similar plan could be used to ; locate medically-oriented adult day care. 

However, such an effort could be too costly, if there were no existing structures to 
occupy. Start-up costs for new facilities are extemely high. This causes the adult day 
care centers per diem rate for the first few years to run higher than the average 
nursing home per diem which covers twenty-four hour care. Therefore, it is advis- 
able to use existing facilities to establish medically oriented adult day care centers. 
One means could be to confer with Boards of Education on future plans to ;^se 
existing public schools in neighborhoods with a declining school-age population. An 
agreement might could be developed between state and county officials to use closed 
school facilities for medically oriented adult day care. 

Another recommendation on the use of existing facilities was made in the 1070 
Senate HRS committee report on the elderly. This report encouraged the use of 
nursing homes to provide necessary medical attention for the elderly and allow 
them to return in the evenings. 

Mr. Art Harris, Florida Health Care Association, proposed in 1078 that existing 
nursing home facilities could be used to provide potentially 3,000 adult day care 
slots, in Florida at an estimated per diem rate from $7 to $10 Development of adult 
day care programs in existing nursing home facilities would allow maximum use of 
nursing homes and provide for quicker development of adult day care programs. 

ADULT DAY CAKK PROGRAMS IN FLORIDA 

The first adult day care program in Florida was established in 1008, with Title III 
of the Older Americans Act funding, as a part pf the Pinellas Neighborly Center. 
The Neighborly Center .was incorporated in 1006 as a Senior Center and, after 
completion of a needs assessment project in 10(i7; the adult day care program was 
added. Since 1008, the Neighborly Center's adult day care program has expanded to 



2 DURS Evaluation of Community Care for the Elderly Program. 107S p. I5S. 
' Ibid. p. 79. - f 
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live silos with 11 sixth site to open in April WHO with additional Community Care for 
the Kldcrlv state (uncling . . . 

There ure currently twenty-one actult dnv care centers in Honda landed tluoimh 
Title ill of the Older Americans Ad unci title XX of the Social Security Act. I hi* 
I.Hid match requirement varied IVntn 10 percent to 2o [U'reont, llicse an? primarily 
'Wiiillv oriented" adult day care for the Trail elderly with limited incomes. 

The i')7i; Community Cure far the Hldet'lv Act (C( K) authorized the lundmn ol 
two day" care programs ia addition to home delivered services, multiservice senior 
centers' and family placement The evaluation results ol the two U.h. adult day care 
demonstration projects inlluenced the statewide implementation ol adult day aire 
ia rhAen sites he^inninK January I 'ISO. One of the CCK demonstration projects is a 
medically oriented day care program and the other is social day care. ISoth will be 
further discussed. 

Caseload, utilization, recipient characteristics, and per ilicm casts 

A telephone survev of eleven Florida Adult Day (.'are Programs, coordinating the 
twentv-one federally' funded adult day care centers, was conducted to obtain perti- 
nent information for an initial analysis of adult day care clients ami services/casts 
<Seo table I). All but the two Title XX funded centers are bein^ funded by the Older 
Americans' Act iTitle 111) and the required local revenue. Many ol the adult day 
care center; were provided county, municipal or church owned space as m-kmcl 
match in addition to United Way, county and municipal Kovernmeat.s, and other 
nueiu ies' cash donations to meet the federal/local match requirement. 



\ 



) 1 



F1ortd4»s Titles If! and « 
Adult Day Care Ngrm 



Strict 


Center 


jew 

federal 


nue 

""State 


Donation, Total «L 'sKf iS.L 


PaSCO 

HcnUl Health 
Services Mult 
Day Crtrc " 


Title III 
1112,731 


• 


TUT 

l 1 




1 1 Ml* ft It A 

1125,299 


2 

5" 


60 


52 


rjr view 
119,33 


" ,,p ^| 1 1 '* 


Pinellas 

Neighborly 

Center 

"Til lis borough 


imr 

1265,65a. 

iitic nr 


war 


UT 


1/5 11 




Senior Day 
Care 

HanVtM ! 


1120,000 




ll-'Vl] 
HMO 


IflJS" ' 

11,530,60 

(In-kind) 




1'"' 


"wr 




' IIMJ — 

f 1 VI J r 


'i 

vii 


Mull Day 
Care 


"mmr 

I29.9II.2S 




139,996,31" 


1 " 




"'" 1 imnp" 


Orango County , 
Mult Day 
Care 

TL ficorjc 


title III' 
150,276 






110,071 


w 




1 




" 22,5 


IP""", 


Senior Day 
Care 

• < 

ryuiiip"" 


156,785 
"iinu'Trr™" 






ur 

cash) 
> 6,309 
In-kind] 

tar 


n;5i5— 


1 I 


35 " 

a 


Jb » - 


19,75 ~ 
(not Including 
transporting 


\ 


ji Hi jcnior 

Daycare 


lltlC III 

ifrinir 

J9.30O 

itleir" 






4,544 


UK 


SbS.flfiZ 


1 


45 ' " 


'" 15" - 


"\\IM " 




5, E„Senlor 
. Day Care . 
Soulhlcacli 




15,114 






1 


35 




"IH.M 


Mult Day 
Care 

"helro HlaiT 


160,373 

itieiir 


wr 


W ' 






1 


, 50 


3! 


T1WH 




Mult Day 
Care ' 


1136,293 




HUB 


Kin 1 


TWII ' 


\ 


1.7 


100 ~" 

1 


1M " 








WW 


WHEWI 






\\r 


:«'"' 


~ Kidill~ 

1 occupancy rate 


tli.60/averao,r 



1 'H 
In a 



'Does not differentiate between full-day or'bilMav 
attendance 

"More participants are scheduled than slots available 



o 

ERIC 




123 

The per diem costs for those socially oriented adult day care centers range from 
$9.75Alay to $19.M/day, Major cost factors that are not included in some centers' 
per diem calculations are meals provided through Title VII, transportation provided 
by the county or city, and special therapeutic services that are donated, e.g. speech 
and physical therapy, Howovor, some adult day caro centers include the aforemen- 
tioned costs, as well as donated space costs, in their per diem calculations which 
causes so much variation in the per diem costs. The average per diem cost for the 
surveyed adult day care sites is HUM) per day. 

The average number of participants at the twenty-one sites is 30 per day, The 
range is from eighteen to forty-five per sites daily attendance, The occupancy rate 
range is from (SO percent to 100 percent with an average 85 percent daily attendance 
rate. The variation may be in part explained by the different enrollment procedures 
by centers. A number of tho corners enroll more clients than slots are available- in 
recognition of the average weekly attendance being 2,5 to ii days per week. Howov- 
er, some of the centers enroll for just the slots available expecting five days per 
week attendance. One adult day caro center director with such a policy noted thore 
was a "serious problem with no-shows." 

Prior to September 1079 the adult day care centers reported costs on a per diem 
basis in the quarterly reports submitted to > the HRS Aging and Adult Services 
Office. The latter found the per diem unit of analysis unsatisfactory since Florida 
adult day care centers vary in the number of hours open daily. Some centers are 
open from 7:80 a.m. to 5:110 p.m. daily to accommodate clients transported by 
working relatives. Whereas, other centers are open from 9 a.m. to 3 p.m. with 
center-provided transportation beginning at 8 a.m. and ending between 4 and 5 p.m. 
The variance in the number of hours open and the fact that some clients only 
attend for a portion of a program's day, lead to a reporting change from a day to an 
hour as the unit of cost reporting. ? The first quarterly reports using the hour as the 
reporting cost unit were submitted' in January, 1980, 

Variations in the cost reporting by adult day care centers may still be expected 
based on the differences in services provided, staff/client ratios and the distance 
parameters for -.transportation. One adult day care center will provide transporta- 
tion to clients within a five mile radius; whereas, other adult day care centers 

Provide transportation to only a few clients because of the lack of vehicles. The 
asco County Mental Health Services Adult Day Care Centers have transportation 
waiting lists with slots available at their two sites. They could accommodate forty 
more clients daily at the two locations, but each site had only one van. 

The costs for adult day care are also influenced by the kinds of services offered 
and the staff/client ratios. The adult day care centers which provide a health 
component through center staff v/ith a medical background, e.g. an LPN or RN, do 
report slightly higher costs for services. Since the medical component for the Titles 
III and XX funded Adult Day Care Centers includes health support activities rather 
than primary medical care, the cost differntial is not very large. The cost impact 
seems to be greater for centers with a low client/staff ratio in addition to medically 
oriented staff. 

Again, there are extenuating circumstances to be analyzed for the adult day care 
centers do vary in their use of volunteers to supplement the daily service programs. 
For example, the Miami Metro Adult Day Care Centers report a 1:10 ratio for 
salaried staff to clients. However, the four Metro Centers have an extensive volun- 
teers program which augments the staff/client ratio to 1: 5, The volunteers include 
student nurses supervised by a county provided nurse who also does the initial 
health screening and on-going health counseling. None of these medically related 
costs are included in the per , diem calculations averaging $17 for the four Metro 
Adult Day Care Center. 

A last factor to be considered in the cost analysis is the variation in recipient 
characteristics. For example, the Miami Metro Adult Day Care Centers serve many 
post-stroke victims who live alone. This is a particularly vulnerable population 
group with many social and medical needs. However, another adult day care center 
in Hillsborough County requires participants to be in "reasonably good health and 
able to take one's own medication" in order to attend the center. The most common 
admission criteria across the Florida Adult Day Care Programs includes the frail 
elderly in need of a protective environment. A large majority of the clients being 
served are below the poverty level which may be an indicator of an elderly person's 
need of a protective environment. The Miami South Beach Adult Day Care Center 
Director foresees the elderly's unmet needs to be reflected in the fact that at least 
70 percent of their recipients are SSI eligible, but many do not apply because of the 
perceived welfare stigma. However, these same elderly will attend the Title XX 
funded, South Beach Center because individual income data is not requested. In 
accordance with the Title XX group eligibility regulation, as long as' 75 percent of 
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tho recipients have incomes (it less than DO percent of tho Stated median Income, 
individual income determinations do not have-to be completed. Tho Title HI funded 
centers also, do not mandate income criteria Hince the only service regulation in that 
recipients have to bo over sixty years of aue. 

Nevertheless, the majority of the elderly in Florida's Adult Day Cure Centers are 
on limited incomes, All of the Directors surveyed indicated that income assessment 
is an informal part of a Center's determination of a prospective recipient's need for 
service?. This initial assessment for service needs also includes a physician's report 
and usually an interview with an applicant's family when they live together, 

The latter is necessary to ascertain the need for a daily protective environment 
and the capability of family members to transport on elderly relative to the adult 
day care site. 

BIIMMAKY OK TITLK lit AND XX ADULT DAY CAKK. 

In summation, tho average Adult Day Care Center caseload is thirty recipients 
daily with an H, r ) percent average daily occupancy rate. The telephone survey data 
results indicate that the occupancy rate could be increased in two ways: (1) by 
providing more transportation; and (2) by tracking recipients over a specified time 
period, e.g. a month to derive an average weekly attendance rate. Then more 
recipients could be admitted than slots are available since most clients do not 
attend 5 days every week. None of the surveyed proprams had a policy on length of 
stay. It is viewed as a variable dependent on a recipient's health. Most terminations 
are due to a worsened rather than a better physical and/or mental condition. 
However, three of the adult day care programs associated with multi-purpose senior 
centers do encourage movement between the programs based' on a clients' health 
and daily living skills. It should be noted that a stabilization of condition is being 
considered a success by many professionals in adult day earc programs, 

The average per dieni cost for "socially orionted" adult day care is $111.60 with a 
range of $9.75 to $1 !).#!<. There are numerous intervening variables to be considered 
in costs comparisons: staff/client ratios, extent of volunteers' use, transportation 
and meals costs, types of services, and types of clients served according to their 
physical and mental condition, living situation and income. 

The composite picture of an adult day care center recipient may be summarized 
as follows: A frail, elderly person around seventy-five years of age capable of at least 
one daily living skill although often in chronically ill health and in need of a 
protective daily environment usually because of a limited income that isolates so 
ninny of the elderly living' alone. The percentages vary by site from 34 percent to 75 
percent but many adult day care center directors felt that a majority of their 
recipients would be in nursing homes if it weren't for the adult day care program. 
The recipients' living situations vary by program. An adult day care center with 
comprehensive transportation services is more likely to serve the elderly living 
alone. Whereas, the centers with very little available transportation are more likely 
to serve the elderly living with relatives or friends able to provide transportation. 

Since all of the surveyed adult day care centers serve clients with a variety of 
impairment levels, it was not possible to correlate the per diem cost variation to 
specified levels of care required. However, a trend developed out of" the telephone 
survey of higher per diem costs for facilities serving higher age group clients, e.g., 
overage age over severity-five. Since deteriorating health is often a factor of increas- 
ing age, the higher per diem costs for older age groups is reflective of the significant 
relationship between levels of impairment and costs of care. 

Community care for the elderly programing 

As aforementioned, the 1976 CCE Act funded two demonstration projects for adult 
day care. The Margate Day Care Program is basically a social program including 
social Services, supervision, a meal and snacks, recreation and some health mainte- 
nance services. There, is a registered nurse on the staff arid a Broward County 
Medical Resource Center physician assists in the medical screening and limited 
medical care. 

The Medical Adult Day Care Program is provided through the Miami Jewish 
Home and Hospital for the- Aged (MJHHA). Medical day care includes all the social 
services listed above as well as needed medical care and is intended for people with 
more serious chronic health problems. The MJHHA is a comprehensive 315-bed 
nursing home with a 32-bed specially licensed geriatric hospital. The MJHHA adult 
day care clients have access to physiotherapy, a complete range of medical special- 
ists, X-ray services, laboratory services, pharmacy services and mental health serv- 
ice. 

A 1078 HRS evaluation of these two adult day care programs included an assess- 
ment of the change in impairment levels receiving adult day care services over one 
year. The Multidimensional Functional Assessment Questionnarc <MFA) yielded 
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i«i P i llrr /JV nt m 1 t,|| l H V, ri,l l '*! r H(K ; i !i , l riyourcmi, economic renourceH, mental health nhvHi. 
cal health, and I da ly living HkillH. Th« MFA nourci« an? as IoIIowh: PW "« 

l ^hxcollont health or HtatuH. 

2^tiood health or Htatun, 
Mildly impaired Htatun. i 

<U» Moderately Impaired HtntUH. 

^Severely impaired Htatua. ' ' 

(Incompletely impaired statuw. 

EStt^'SS^ jSg h a5. Broup r,,r nurHiMK ™ with H,x ««*^ <E 

\ 

CHANGE IN MEAN IMPAIRMENT LEVELS ' 

M.liWIe MIIIHA 



Dimension Ctunge m 

Mfarumwirmenl mem . 
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: _ _ time ? ■ i 
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Physical 45 \l A 4 

AOL 4 3 | 1 3 

Nurn&cf interviewed^...... ...V .'. .." .'. . .1' " " " ' n«ll. «~29 ' 3 



1 Ibid, p 50. 
J No clunje 



' „J? j Vnluntl0 « 1 ?L n .4"?^ noto that th0 Krentest improvement in mental health 
occurred among MJHAA day care clients; this was the only client group with access 
.n,?.,^. ' TWm 0 * T 0nta L health , s , ervic es. Evaluation s tafT also noted that To 
orovSf f fn 0ndly , ntmos P here «' Margate which, they felt ass sted the great m* 
fuZ ■V£ ent S0C1 a ) r ^ources. The table results reflect an ovenill success rate in 
™„ here W0S no ll decllnu . i n ,'he status of the adult day care recipients The sample 

onW P p S ro rr m rference f S 3Cially ,n Margat0, S ° ^ ~ ^ °° ^ * 

M IHAaThT n Bti0 p ^ 9, CE did not include a 6ost comparison of Margate and the 
MJHAA Adult Day Care Centers s.nce the latter did not include, the medical costs 
in their cost reports. The evaluation findings do note that the Mareate day care 
ESS!" . m . ore C08t effe S tive thnn ' he MJHHA program Sd on a conv 

SKSm. 0 ' th S r S .° Cial 8ervices and re P° rted costs. Yet such a comparison is difficult 
tWlHAA e tr a h.° S e ^ is . in n tert ^ ined ^ itt ' 011 the other se^ices providec a 
u i , [ the ^ Adult Day Care tenter- In addition, evaluation Undines 

SS rc£iX w raSf".ffl5 an ' are both less e - xf * nsive than 

caJcSlnSdnt S24 °wL~ 'm. "S™^ medical day care program was recently 
The 1„11 ai™ 1 ? 8, Margate social day care per diem rate ws J16.2& 
level of LS^Ll n ^ "urwi« hotiwa ranges between $25 to $31 bassed on the 
wno H L S Jl » Care -1 eeded - A : c< ? t Com Parison between these service programs 
dT care Th° Si: 0 :""' the average daily attendance by client/in ad™ 
mult? nf ^nr!Hn ? = 9 " a "JWJ of 2 5 da y s P« week and the telephone survey 
2f„ W as2,5 t0 three days per w eek attendance would lower the monthly 
™! 0 w* U a day c f re ln caparison to the nursing home cost. mommy 
„tnf„ a ■ "omons'jation projects program and cost benefits have resulted in a 

^e S d Vblf2Tei , ino t ^ n ?£ CC , E r dU ^ day i are in "Edition tolhe 6 othe? "are 
fenten.' delineates the s.te, funding and program information on the eleven 

ANCILLARY SERVICES WAIVER PROJECT 

HEW recently approved the HRS 1115 research and demonstration project "Ancil-* 
PlX.r^ 1 2 mUnlty ..fe^ wices ' A Health Care System for Chronically Impaired 
waive y a^T; IX^ft"^ submi " ea ? "« Waiver application* iX to 
ft.nT™ n f Um . ber A° f T / tle XIX rules and regulations in order to obtain Title XIX 
Ending of the Ancillary Community Care Services Project. In Addition to other 
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community can* services, medically oriental adult day euro will be funded, in part, 
by Title >1IX funds for the llrnt time, There will bo five adult day euro programs 
funded under the demons! ration project. The project will he designed to develop and 
evaluate a variety of intense inediaillj oriented borne delivered, day care, and 
modv ^social assessment services aimed at meeting the needs of persons age sixty 
mW oIu t, Project activities are proponed for Duvnl, Pinellas, Polk. Browurcl. and 
sole.* areas of Dade County, Participants will bo selected rom be 
noninstitutionnlizod, Medicaid eligible, ago sixty and older |>opulation. Hie specific 
waiver ronuested that adult day cnri> services be provided under the direction ol a 
physician, The dav care project services will be directed by an Advance registered 
Nurse Practitioner or a registered professional n .rse, 

OTHKR HTATK-S MMW'Alh PHOtf HAMS 

A t!>7f. Comparative Study of Adult Day Care in tbe U.S. included three Medicaid 
I'undi'd programs in tbo study sample size often different programs, All or tbe three 
Medicaid reimbursed facilities were affiliated with n long-term, facility from which 
thev received in-kind or direct support. The study found that affiliated adult. day 
car!* center* were able to offset expensive medical services in their per diem calcula- 
tions. A major reason for this is the location of the adult daycare centers in 
existing medically oriented facilities. As the study further noted, costs are inevita- 
bly higher for new programs not yet at a fully operational level. Additional summa- 
rized 11 rulings are as follows: 

Nursing si" vices is the function with highest per diem costs under health services. 

Nursing homes may be cheaper for participants so impaired that they need day 
care more than about'three days a week; 

Transports 011 is the most expensive non-health activity; ana 

Benefits in ulult day care may far outweigh added costs of cave. The study 
suggests the need for outcome studies to pursue this point. 
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(leorgias alternative health services pnyect 

Tlu» goal trf' Ouorgia'N seventeen county demonstration project Im to tent the pffec* 
tlvt>nc*NH of comprehensive, Modlaild-funded eomrnunity«bnHe<f services tin an nltornn* 
tivo to minting home euro for tho elderly, A 11)70 program evaluation cornpiirod 
twolviwnonth recipient* of prelect services with control groups. Tho available proj* 
vet services are Adult Day Konnbllitntion (Day Carol, Alternative Living Services, 
and llomo-Dtdivorod Services, Tho project's nmnlHsion criteria includo client* who 
nro living In it nursing homo or had applied for nursing homo euro rind thorn* who 
wore identified as nt risk of entering a nursing homo within six months. 

Tho ('valuation found that tho higher risk recipients of project services had a 
lower moan monthly cOMt of all Medicaid MorvicoM than tho control groups not 
provided project services. On the other hand, recipient* of project services who wore 
categorized oh at lower rink or nursing homo entry coWt the Medicaid program less 
per pornon than high rink Mervice or control group members, 

Tho moan monthly costs of Adult Day Rehabilitation per portion wan $222 with a 
Htnndnrd deviation of $1 IK for a sample size of ninety-five clients, Data was provided 
on overage week I v attendance in order to calculate a per diem cost. However, the 
evnluntors fnvornoly compared tho average ndult day enro monthly cost of $222 to 
the $ HU mean monthly cost to Mcdicnld lor Intermediate Care Facilities in Georgia. 

The Adult Day Rehabilitation component provides ambulatory health care and 
supportive services to the chronically ill or convnlescing oldorly. Most of the clients 
were recently discharged from a nursing home, hospital or other Institution. Tho 
following. services were provided: 

Ifoily nursing services.— Monitor vital signs, supervise medications, health coun- 
seling; coordinate and supervise treatment plnns with physicians. 

Medical social services.— Support, participant and their families; coordinnte cure 
plnns with the nurse; coordinate community services to meet client needs. 

Planned therapeutic, services.— €rnfts, music, educational and culturnl programs. 

Physical therapy, s/>eevh therapy, and ocvujxitianat therapy.— One Meal Per Dny; 
supervision of Personnl Cure: Assistance with dressing, personal hygiene and ninin- 
tenancc of clothing; transportation, if necessary; and special Medical Appliances and 
Equipment which nro not otherwise covered by Medicaid but which are prescribed 
by a physician to serve a medical purpose, prevent illincss or injury or maintain or 
improve functional independence. 

The 197!> evnluntion reported that actual costs for Adult Day Rehabilitation 
exceeded contracted charges because many of the new programs wcro unable to 
increase their client populations quickly enough to offset tho start-up costs. Howev- 
er, the reported rates were not actuated following audits since the programs now 
have a client base which allows efficient use of staff, space and transportation. 

The evaluators compared mortality rates between project and control groups as 
the primary effectiveness measure. There was a significant (p, 01) difference in 
mortality within twelve months of enrollment between higher risk project members 
(18 percent) and higher risk controls (45 percent). 

In summary, project services appear to have increased longevity for those clients 
who were classified as at higher risk of entering a nursing home within six months 
ot enrollment. Analyses of data on the mortality, functional status and morale of 
project participants indicate that project services increased longovity within twelve 
months of enrollment. These preliminary results offer evidence that a system of 
community-based cure can support nursing home eligible Medicaid recipients at an 
average monthly cost per recipient which does not exceed the existing long-term 
care system. Alternative Health Services, Annual Report, Georgia Department of 
Medical Assistance., 

California s adult day health care program 

The California Adult Day Health Care Act, AB1611, was passed in 1978 after a 
successful implementation of three adult day health care center (ADHC) projects. In 
976, California received a Section 11 15. Medicaid Waiver to test the success of the 
first ADHC project, On Lok, in two other environments. The program objective was 
to "facilitate the development of a state funded adult day health services program 
by expanding the testing of adult day health services as a new health care delivery 
system designed to meet the special needs of the elderly and disabled by maintain- 
ing them in the community." 4 

Summary of evaluation findings, —Medicaid costs were significantly lower for 
persons in* Adult Day Health Care than for persons in the control group; Average 
monthly Medicaid costs for ADHC were $226.60, 44.4 percent less than the average 
Medicaid skilled nursing facility monthly reimbursement, 67.55 percent less than 



* Ruth Von Behren. "Adult Dny Health Services Final Report," 1978. p. 3. 



I2i) 

the average Medicaid relmbuiNement for the Hurt Dletfo control group, and 4 percent 
mow than the combined control group monthly nveratfo <$217 ( f>4>; and Kffeetlvtmew* 
Performance Objectives were mot 7ft to 100 i)ercent of the lime, o,g„ one hundred of 
thono client* who htul beon I old by their physician* t hut their only alternative to 
nornlng euro or ti mental facility wan adult day euro, wore maintained nt home with 
Al)IIC ho r view, 

Medicaid participants won* 7Ji percent of the A Dili! population. The per diem cost 
Of euro at the On l<ok facility In 1078 waH $l!4. The average days |>or perwin per 
month wan 11MI4, However. fluctuntionM in the average daily attendance reduced the 
monthly costs of care, 

The cont effectiveness of the program resulted In the 1078 Legislative approprl- 
ation of $100,000 in start-up funds lor adult day health care centers. The Adult Day 
Health Care Act of 1078 established ADIIC an a Medicaid Program with the follow- 
ing |>or diem rates: 

Base $10,80 

Adders; 



MilJ , t , (11 ,£\ 

, TranHportation , , y.JM 

10 percent geographical dilTerential ,.„ 1,88 

Maximum .,„. , 24,40 

The Legislative Act authorized the provision of adult day health care on a short 
term basis as a transition from home health to personal independence, or on a long- 
term basis as an option to institutionalization. The Act's guidelines are as follows} 

1. ADfIC centers must be a community based service with heavy community 
involvement. 

£ The centers must be accessible to the low income elderly. 

li. Growth of the program should be planned and controlled. 

The last point emphasized the concern of some California administrators that 
rapid uncontrolled growth would occur. As a result, a county plan must be devel- 
oped by at) Adult Day Health Planning Council comprised of senior citizen repre- 
sentatives and representatives from state aging and health programs. The state has 
approval power of the plan and individual provider applications. All providers must 
be Medicaid licensed every twelve months after an on-site financial management, 
medical, and standards review by state health officials. A final control is the 1078 
Act's "sunset clause ' which means the law will expire after live years unless new 
legislation is passed. 

MAKYLANU'S MEDICAL DAY CARE f'KOUKAM 

Maryland began reimbursement for medical day care in January 1, 1080. The 
reimbursement is on on interim per diem and cost-related basis and may not exceed 
7ft percent of the comprehensive long term care rote. The rate ceiling is $24.08 per 
day for fiscal year 1980, 

Eligibility criteria for medical day care include a Medicaid eligibility and PSRO 
certification for long term care. Specific medical day care services must be physician 
ordered, and each participant must have a plan of care established by a physician 
and updated every ninety days. 

A medical day care provider must have as a minimum a full-time registered 
nurse, a part-time activities coordinator, a port-time social worker associate, and a 
staff physician who may bo full-time, port-time or contractual, A full-time staff 
member must be designated as the Health Director. The minimal acceptable staff 
ratio is one staff member to six participants. 

The following services are mandatory: (1) Medical Services; (2) Nursing Services; 
(3) Physical Therapy and Occupational Therapy as needed; (4) Personal core; (ft) 
Nutritional Services; (f>) Medical Social Services; (7) Activity Program; and (8) Trans- 
portation/as needed. 

The npove services must be ordered by the participant's physician as part of the 
plan of care, medically necessary, and provided to participants certified ns requiring 
nt least intermediate nursing facility care. 

new Jersey's adult day health care 

A facility must be licensed as a long-term care facility by the Department of 
Health to participate in the New Jersey s Adult Day Health Core Program. Approv- 
al by the State Medicaid Program is also required. New Jersey is planning" to 
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expand the program to reimburse providers other than nursing homos for medical 
dny cnre. 

New Jersey reimburses each long«torm cnre facility 7f» percent of their ICF«U rate, 
The average cost per day In *2iUE Thin rate does not Include phynlcnl and speech 
therapy service* which are hilled separately. The program ha* been in 0|>erotlon for 
two yearn and presently reimburses for medical day care to three hundred Medicaid 
recipient*, All billing I* done on a monthly basis and cannot be submitted Inter thun 
ninety duys after the date of service, 

WAHMNOTON's ADUI/T HAY HKAI.TH CAHK HKKVtCK* 

Adult day health care services In Washington are Medlcnid reimbursed to foci II* 
tie* with a contract for day health services with the Area Agency on Aging, The 
Area Agency must be willing to use some of it* State fands an match for the federal 
portion of tno Title XIX reimbursement for those recipients over sixty yearn of age. 
If the Title XIX client is under sixty yearn of age, the entire per diem will be 
reimbursed. The maximum Medicaid reimbursement for day health care Is $M per 
diem, which Includes $2.00 per client per doy for transportation. 

The adult day health Programs must o|H«rnto at least five hours a day, three days 
n week and provide at least one meal per day. A physician's written approval (or 
day health services is required. 

NKKD INDICATORS KOR MKD1CAL ADULT DAY OA UK IN KU)R1I)A 

Florida s population over sixty years of age is projected to increase by 75 percent 
between 1077 and 2000, The elderly population is currently estimated at 2,205,078, 
opproximatoly 23,2 percent of Florida's population. Dado County has more, individ- 
uals over 00 than sixteen other states, rinollas and Hillsborough Counties have 
more elderly than twontv-onc other states.* 

Approximately 120,006 noninstitutionnlized elderly have boon identified by the 
HRJ3 Aging andf Adult Services Office as having an unmet need for somo typo of 
long term care. There are an estimated 300,000 elderly in Florida below the povorty 
level. The percentage of elderly below poverty ranges from 40.4 porcent in Dixie 
County to 9 percent In Broward County. 

A 1079 legislative report on Aging quoted national data indicating that as many 
as 320,058 functionally impaired elderly Floridians may be in need of long-term caro 
services. In addition, there are approximately 27,000 elderly in Florida nursing 
homes and 1700 geriatric patients in state mental hospitals. Thero wero 13,688 
elderly patients in Florida's nursing homes in June 1979 that received Medicaid 
reimbursed services.* : 

An immediate need indicator for adult day care is the waiting list number for the 
existing adult day care centers in Florida. Ninety percent of the surveyed centers 
had waiting lists of over ten applicants. As one surveyed director noted, tho waiting 
list number would be much higher if the program was publicized. Also, a majority of 
the state's communities do not even have an adult day care center, much less a 
maintained waiting list for caro. 

As discussed earlier, the HRS Office of Evaluation and the Florida Research 
Center, Inc. have conducted evaluations of adult day care programs funded under 
the Community Caro for the Elderly Act. The results of the evaluations of communi- 
ty care programs, including adult day care, support the concept of adult day care: 
on the average, clients became less impaired; the«programs met the client perceived 
need for services; the rate of entry into nursing homes for clients in the program 
was less than half that for the general population; and the cost of services was less 
expensive than the least expensive level or nursing care/ 

Recommended program improvements 

In 1977, the House Committee on Health and Rehabilitative Services included the 
following recommendations on Florida's Medicaid Program: 

The funding and administration of Florida's Medicaid Program should be oriented 
so as to concentrate as much on keeping its citizens well as on curing their sickness. 

The focus of Florida's Medicaid Program should be altered so as to place greater 
emphasis on health care provided through alternatives to institutionalization. 

Furthermore, the Legislative Committee recommend in their 1979 report on 
Aging that health-related treatment be advanced in some of the licensed adult day 



• University of Florida, Bureau of Economic and Business Research, Older People in Florida: 
A Statistical Abstract, 1976, p. 8. r >. , . ^ 

•Report of the AD Hoc Subcommittee on Aging, "Aging: A Realistic Commitment. 1!>70. p. 
170. 

f HRS Evaluation of Community Care for the Elderly Program, p. 60. 
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care center*, The Ancillary Service* Waiver Project will fund five demonstration 
iiiihIIcjiI adult day cure centers, However, the unmet need fur thin service in 
HtJitewiriiv The Medicaid program In currently modeled to nnwUt elderly person n 
whoso health Is in a critical Mate, often r«H|uirlitK Institutionalization, Community 
provided service* are essential to address the chronic need* of Florida's aging 
population before the requirement for wkllled care la necessary, Department of 
Health, Kducatlon and Welfare statistic* indicate that more than 40 percent of all 
non-inNtitutionnlixiHl person* over sixty-live year* of ago and older were found to be 
limited in their activity by chronic conditions, In addition, the never I ty of the*e 
disabilities increase dramatically with age, 

The current Medicaid average rem ibu moment rates to nursing homes are an 
follown: 

\ mootn monihfy utt 

lifted w« . \. $65? 41 $911 

Intermediate I . \ , S69 4/ 839 

Intermediate tl . \ , 469 18 720 

A cont/ bono fit comparison of tho\mrsing homo reimbursement rat oh to medical 
adult day care would have to consider tho tatter's days' attendance per month and 
hours per day for Medicaid reimbursement. The $iM per diem rate calculated by the 
Miami Jewish Homo and Hospital Medical Adult Day Care Contor is comparable to 
national statistics and will be used for comparative purposes for a six- to eight-hour 
service day. 

MEDICAL ADULT DAY CARE: $24 PER DIEM 

1? days w month $?88 3 days/week 

16 day^ ,■ 384 4 days/week 

20 days , 480 5 days/week 



The cost comparison is favorable to medical adult day care with tho assumption of 
comparably impaired individuals at the intermediate lovel being eligible for eithor 
nursing home care or medical adult day care. Tho medical adult day euro rate does 
exceed the Intermediate II rate by $U5/month whon a person attends every program 
day for a month. As national data and survey results indicate, the average weekly 
attendance is 2.5 to 3 days por week. This correlates to a $150.88 monthly cost 
reduction for a person attonding a medical adult day care center three days a week, 
but eligible for Intermediate II care. 

Title XIX funding of medical adult day can* 

Applicable Title XIX regulations or guidelines that apply to the funding of a day 
hospital or day treatment services program aro as a follows: 

Utilization review 

The medical review requirement applicable to inpatient hospital and nursing 
home services must be used for adult day care programs. These regulations require 
a medical review, including medical evaluation, of the need for care in an institu- 
tion and provide a prescribed plan of care. This review must be made prior to 
admission to an institution to determine a plan of care. 

Federal financial participation (FFP) 

FFP is available under Title XIX for day hospital or day treatment services under 
the outpatient hospital or clinic services definitions in tho Title XIX rules and 
regulations. Georgia is currently exploring the possibility of finding their statewide 
implementation of Adult Day Rehabilitation services under the Home Health regu- 
lations* governing licensed rehabilitative services facilities (440.70E). The direction of 
HCFA seems to be to develop a new service entitled "Day Medical Treatment" for 
proposed rulemaking within the next twelve months. 

Methods of reimbursement 
Reimbursement must be based on the following conditions: 
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1. Reimbursement authority exists in Section 1905(a)(2) and 1905(a)(9) of the Act, 
and 45 CFR 249.10(b)(2) and (b)(9), i.e., "outpatient- hospital services'' which is a 
requirement, for all participating states, and "clinic services." 

2. State payment structures will meet requirements for Federal financial partici- 
pation if the provisions of 45 CFR 250.3(KbK3Ki) and (bX3Xii), relating to noninstitu- 
tional services, outpatient, and .clinical services, are observed. The upper limits for 
payment will be reasonable and customary charges. * 

3. As in the Skilled Nursing Facility, where payment is made on a per diem basis 
according to "customary and prevailing charges, ' and a few patients receive large 

"amounts of required nursing services, while others need only minimal medical 
attention, this alternative proposal allows the same "averaging out" system for 
computing reasonable charges in non-resident situations. 

4. In the case of a free-standing Day Treatment Center, the upper limits for 
reimbursement must not exceed amounts paid under Title XIX for similar services 
in inpatient hospital facilities and skilled nursing facilities, less an amount identi- 
fied asthe part of the cost appportioned to items, services, and equipment required 

fo^ppe ration of a twenty-four hour day, such as additional professional third shifts 
Ift a twenty-four hour day occupancy situation, additional housekeeping personnnel 
'and skilled workmen, light' and heat, etc. In determining indirect costs, expendi- 
tures for sophisticated equipment; ordinarily required only in the fully-equipped 
inpatient facility, should be disallowed. 

In determining reasonable cost, in negotiations with a facility which is Title 
XVIII certified (or like facilities), the regulations of 20 CFR Chapter, III maybe used 
as a basis for. identifying amounts to be deducted for the Day Hospital Program. 

In both the Day Treatment Center and the Day Hospital Program, that part of 
the cost which represents a substantial savings (i.e., the deductible amount for items 
apportioned to non-residency) should be cferefully negotiated by the state. In this 
way;- the cost of a "package" of services will be reduced by the efficient use of 
expensive capital without incurring costs of twenty-four hour operation facilities.. 
Negotiations should be undertaken facility-by-facility or on the basis of average 
charges in the locality. Care should be exercised that there are no unnecessary 
additions, in terms of personnel and equipment, which could nullify some or all. of 
the cost savings where feasible and in the best interests of the patients, of ambula- 
tory services."*' 

Program "standards ... 
Federal guidelines outline the following program standards: 

1. To describe in writing its philosophy, objectives and program for providing 
medical and ancillary health-related services to lion-resident registrants in its facili- 
ties. 

2. To provide a comprehensive assessment of the health status and the related 
social, psychological, and cognitive needs* of each individual patient and to make a 
determination of the range and kinds of services required. These determinations 
must be made prior to the registration of the patient in order to demonstrate 
satisfactorily the suitability of the program for the patient's needs. 

3. To demonstrate to the satisfaction of the State agency that the organization has 
adequate staff and facilities to provide the planned services for the types of patients 
described in its program scheme. * 

4. To insure that the assessment of need and the individual treatment plan are 
professionally prescribed by a physician *or other suitably recognized practitioner or 
interdisciplinary team; and that qualified supervisory personnel, approved by State 
Licensure, carry out the plan of care. 

FUNDING ALTERNATIVES 

CCE funds 

The proviso language for the Community Care (Core) Services authorizes a ten 
percent local match requirement for the ninety percent General Revenue funds (See 
Table 2, Page 15). The General Revenue appropriated for Community Care for the 
Elderly must be used to fund at least three of the eight core services. ' ' 

The CCE target group is ^follows: Age 60 and older, functionally impaired from: 
Nursing homes, State facilities, and commuj^^^r-esideritsTn jeopardy of a nursing 
home or other institutional placement — 

Approximately 60 percent of trie population targeted for CCE funded adult day 
care has been identified Medicaid eligible without any income criteria mandated 
under the existing program. The Medicaid eligible population Varies by an adult day 



• Information Memorandum. SRS-M776-3 (MSA), January 22. 1976. 
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care center's location and outreach activities to make the service known to frail 
elderly with. poverty level income. At this point in time, there has been little need 
for outreach activities because of the limited; funding for adult day care programs 
and the waiting lists for service. Therefore,- the 60 percent Medicaid eligible elderly 
targeted for adult day care may be representative of alow estimation for service 
need. 

The 1979-80 CCE appropriation is $3.4 million of that sum, $1,053,617' is allocated 
for adult day care programs. Of the annual allocation of approximately $1 million, 
$343,000 has been earmarked for the adult day care services that will be provided 
through the Ancillary Services Project (the Title XIX waiver project). 

The remaining $710,617 could also be used to earn Title XIX funds, CCE funding 
for adult day care programs consist of 90% state General Revenue funds and 10 
. percent local matching funds. Based on estimates of the CCE adult day care pro- 
gram [proposals and the results of a telephone survey conducted by the Medicajd 
office {approximately 60 percent of the current adult day care caseload is Medicaid 
eligible. A proportionate share of the state funds could be used to earn Title XIX 
funds for medically oriented adult day care. 

The following analysis contrasts the current CCE adult day care funding method- 
ology and the alternative state— Title XIX funding methodology. 

" ALTERNATIVE FUNDING STRATEGIES 

CCE general Required local f ^ , , ri T , , 
revenue match Fcdefal (unds ' olal 

I A. Current funding strategy..:. 5710,617- $71,062 $0 $781,679 

.' B. Potential funding strategy: 

Non-medicaid CCE» 287,247 28,425 0 315,672 

Title XIX adult day care...: 426,370 0 612,037 1,038,407 ' 

Total :. !.: 710.617 28,425 612.037 1,354,079 

\ ; ; '■• 

* 4(f"Vcent of the adult day care service, population is not eligible (or Medicaid. Consequently, approximately 40 percent of the CCE funds could 
not earn Title XIX funds. 

The above analysis indicates that Strategy B would generate $612,037 in federal 
funding and provide for a total adult day care program of $1,354,079, or $572,400 
more than Stragety A. This would increase total adult day care funds by 72.8 
percent. Strategy B would also save local governments' expenditures of $42,637. On 
the other hand, if local matching were still required, local funds could generate 
$61,204 in Title XIX funds and further expand the total adult day care funds. 

The additional funds generated by Title XIX federal financial participation in the 
adult day care program could allow the use of state and local funds that currently 
earn Title XIX funds. During fiscal year 1979-80, $110,761 of local and state funds 
are being used to earn $326,027 in Title XX funds for adult day care. Although the 
$110,761 would only earn Title XIX funds in the amount of $158,993, $167,034 less 
than under Title XX, Strategy B earns $569,400 more in federal funds. If this 
alternative strategy were use?, rtdult care program funding would be released for 
the funding of other programs or additional adult day care for non-Medicaid eligi- 
bles. • • 

It is recommended that a new service be developed for coverage under the State 
Medicaid Plan for' 1980-81. Since HCFA is planning to propose rulemaking for a 
new service entitled "Day Medical Treatment", it is recommended that Florida use 
this service title although the term "Clinic Services", will be" used in the interim in 
order to secure Title XIX FFP under the existing regulations. \ 

The intent of the new service, "Day Medical Treatment Clinic Services," ( is to 
provide an alternative to institutionalization for the "at risk" population. All serv- 
ices would have to be physician authorized with a treatment plan, developed. Since 
there could be no age limitation under Title XIX and the program justification is to 
encourage nursing home deinstitutionalization, definite service parameters will 
have to oe developed prior to the program's implementation planned for January, 
1981. Budget authority will be requested to adjust the 1980-81 appropriations in 
order to use jpart of the CCE funds as match to generate Title, XIX funding. A 
budget issue will be presented in 1981. dependent on cost/benefit data collected that 
will request additional general revenue funding in order to expand adult day care 
programs in Florida through .the Medicaid Program. 

The Florida Medicaid Office has requested technical assistance from HCFA's 
Region IV and Central Offices. Their representatives will be providing this assist- 
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ance within the next few months so as to plan for the receipt of Title XIX FFP for 
medically oriented adult day care, under the existing regulations for a specified 
. tar^t group, i.e., Medicaid recipients " a t risk of institutionalization or in institu- 
tions. 

Finally, it is recommended that additional study be conducted on the viability of 
implementing a separate component of Day Medical Treatment Services to provide 
for short-term day treatment for persons who v/ould otherwise be inpatients in 
hospitals. The American Cancer Society has recommended that such facilities be 
developed for individuals in need of continuous, yet intermittent, chemotherapy as 
well as other treatment needs that otherwise require hospitalization. 



• State of Maryland, 
Medical Assistance PoLrcV Admin rsTRATiON, . • 
Department op Health and Mental Hygiene, 

Baltimore, Md.. May 6, 1980: 

Hon. Claude Pepper, 

Chairman, Select Committee on Aging, 

House of Representatives. Washington, D.C 

Dear Congressman Pepper: I was pleased to have had the opportunity to attend 
the hearing on day care held by the Subcommittee on Health and Long-Term Care 
on April 23, 1980. I would like to commend your staff for an excellent job of 
selecting witnesses who represented various types of involvement with day care and 
a divergence of opinion as to the value of day care. I was also gratified that the 
committee stated that written questions would be submitted to the witnesses so they 
could prepare properly detailed responses. Since this has resulted in the hearing 
remaining open, I wish to take this opportunity to present my strong support for 
day care, my response to certain witnesses and some additional information. 

Day care definitions 

I believe that the testimony indicated that various witnesses and committee 
members meant different things when they spoke of day care. It is important to 
carefully define day care in its* various guises and modes. Perhaps it is most 
common to assume that there is only two models of day care, i.e., health oriented or 
"day hospital" (known as Model I) and socially-oriented or "multipurpose" day care 
(known as Model II). Because there exists such a tremendous range of services 
within the health oriented model, I believe these definitions are inadequate. Instead 
there are really three levels: 

Level 1— Day Treatment which is a very intensive rehabilitatively oriented serv- 
ice. It occurs at a day care center affiliated with a hospital or a heavily skilled 
nursing facility. - 

Level 2— Day Health or medical day care which is a less intensive rehabilitatively 
oriented service but provides such services as physical therapy, occupational ther- 
apy and speech therapy for those who need it and provides nursing services, social 
work nutrition, transportation and activities for all participants. It occurs at a 
nursing facility or a free standing center. 

Level 3— Social Day Care which has no therapy or nursing but provides social 
work, nutrition, transportation and directed activities. This differs from a multi- 
purpose senior center in that there is more staff plus the programs and activities 
are developed specifically for individuals not just free choice group activities. This 
type occurs at a free standing facility. 

Per fliem cost generally declines from Level 1 to Level 3; this is primarily due to 
staffing requirements but also to the need' for specialized activities and equipment 
for Le^el 1. 

It is/ not surprising that to a large degree current programs have oriented them- 
selves to satisfy the requirements of funding sources and are not neatly distributed 
withiri the three levels. Most day care in the United States is Day Health. I believe 
that me fact that Dr. Weissert has studied Day Treatment instead of Day Health 
explains a large part of the discrepancies between his findings and the experiences 
of both day care providers and state personnel who manage day care programs 
through auspices such as Medicaid. 

Weissert study 

Dr. William Weissert in his most recent study entitled "Effects and Costs Of Day 
Care and Homemaker Services for the Chronically 111: A Randomized Experiment 
has determined that day care is costly and ineffective. When questioned about this 
study or its implications, he carefully retreats into the complex statistical method- 
ology and states that in this case those were the findings. 
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I suspect that Dr. Weus*?rt retreats into the study because, he realizes that the 
study has two fatal flawr .nd several other serious ones. In Dr. Weissert's defense, I 
tim sure that these flaw, are much easier to see now than in 1974 or earlier when 
the study was designed, this is especially true of the first major flaw, which was to 
study day treatment centers which were intensively rehabilitively oriented and 
costly. In part they were costly because they were intensive, in part they were costly 
because they were located in hospitals with high overhead and] day care had to 
assume a part of that overhead. At the time the study was designed, there was a 
limited number oT facilities that could have been studied and a significant portion 
were of the day treatment' variety. Now there are over 600 day care centers and 
- most are of the day health variety. The selection of the centers biased the study 
tremendously. 

Just, as the selection of the facilities was critical so was the selection of the. 
population to be studied. At the time/1 am sure, there were valid reasons for 
chosing to study a Medicare population who weren't at risk of institutionalization, 
but now it seems ill-advised, That the studied population was not at risk of 
institutionalization is clearly shown by Dr. Weissert's own figures: only 11 percent 
of the experimentaj group and 21 percent of the control group used a nursing home. 
The studied group was not nursing home bound. As was clearly demonstrated by the 
questions raised at the hearing any federal interest in funding day care is as an 
alternative to institutionalization, not as an add-on service. Since the Weissert study 
does not address this need, it is virtually useless. / 
^-It would have also been better if a Medicaid population was covered. Since 
Medicare does not cover day care, the findings are practically moot. However, 
Medicaid does cover day care as an optional service and is reimbursing for it in 
seven states. Lessons about day care and the medicaid population would have been 
valuable. Dr. Weissert himself hinted that the wrong population was chosen when, 
in response to a question from Rep. William Ratchford/as to whether standards/ 
were needed, he suggested that the population be narrrfwed. I believe he felt the 
population should be narrowed because he knew his (Population was not at risk. 

In addition to the two critical flaws above, both oj? which I feel invalidate/ the 
study there are two other serious flaws. I mention/ these in the hope that any 
subsequent study could avoid them. The first is that/ the providers chosen were not 
all experienced. This is demonstrated by the fact hat they had trouble filling their 
quotas and the fact there was no waiting list. Neitiier case is typical. Ordinarily the 
only centers that : don't have waiting lists or are. not filled to capacity are those that 
are all private pay. However there is rarely a situation where a center with public 
funding can't fill the funded slots. The very fact that the quotas were unfilled 
resulted in a higher cost per person per day. In effect the start-up costs were 
amortized to the study participants. ■ 

A second serious flaw is that Dr. Weissert designed the study to determine if day 
care was an alternative to a skilled nursing facility. Experience has shown that it is 
more typical for a day care participant to use day care instead of an intermediate 
care facility not a skilled facility. Again the choice of day treatment model not day 
health led to the selection of skilled facilities. Yet Medicaid spends billions each 
year Tor intermediate care facilities, in some caes for people who don't need to be 
there. . 

It is easy to see how this design led to inaccurate results. The first conclusion was 
that day care is not an alternative to nursing homes. However, if a population that 
was at risk had been studied, the results would have been quite different. Also day 
care would have proved to have been more of an alternative if intermediate care 
facilities, not just skilled facilities, were considered. In Massachusetts where all 
participants are deemed at risk the staff has determined that one-half would be 
institutionalized without day care. 

The second conclusion was that day care was costly. Part of the cost was due to 
day care, in the study, not being an alternative service. The costs in the study, 
•which represents 1975 and 1976, were over $50. a day. Yet states that offer day 
health not day treatment are now, four years later, paying only about half of that. 
Testimony revealed that Massachusetts is paying $24 a day and Washington is 
paying $2(5. California and New Jersey also have rates that are in the low to mid 
twenties. Interestingly, none of these states are low cost states. If the .effect of 
inOation during the last four years is considered, the difference is even more 
remarkable. ._*.., * 

As day care is typically utilized an average of two or three times a .week versus 
seven days for nursing home care the cost savings grows. Mr. Jeffrey Merrill is 
correct that no service is more or less expensive for everyone but that it depends on ' 
the individual participant. Dr. Weissert has amply demonstrated that for the wrong 
people, day care costs more. J 
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Georgia alternative health services 
The State of Georgia has obtained a waiver to study day care and home delivered 
" services. Their preliminary results are that: 'The mean cost per person to the 
Medicaid program for all services for recipients of project services was considerably 
lower than the mean for control group member who received nursing home serv- 
ices ' » . 

I - T L h . e K°J ec * services also resulted in significantly lower client mortality rates . 
(within IJ months of enrollment with no evidence that the increase in longevity was 
roffset by lower functional status. In effect Georgia is finding that day care and other 
alternatives when carefully selected are less costly and are an effective service. 
General Accounting Office study 

Li T u e u G ^u er KT ! Accounting Office in its Report to the Congress entitled "Home 
Health, Ihe Need for a National Policy to Better Provide for the Elderly" published 
m December 1977 concluded the families will help with the care of the elderly if 
they are given a respite and some support. Day Care can be a very effective way of 
providing respite for the family and needed .services for the participant. 
Cost effectiveness 

Many of the questions raised by committtee members indicated concern with 
whether day care is cost effective. I would like to caution the committee that cost 
•effectiveness cannot be the only .standard bv which day care is judged As Ms 
Ansak, Executive Director, On Lok Senior Health Services, dramatically testified 
the cheapest course is to let the elderly die. 

When Medicaid was created as the Nineteenth Title to' the Social Security Act 
nursing homes were included as a covered service because it was felt they would be 
more cost effective than high priced hospital beds. Since then the federal govern- 
ment and the states have spent billions. on nursing home care, the costs of the care 
has dramatically increased, much of the care is inadequate, and now another 
so ution is sought. This attempt to offer alternatives should not repeat past mis- 
takes and just be based on cost effectiveness. Certainly cost is and should be a 
criteria, but it is no more important than that the care be medically effective, that 
the quality of hf e be considered, and that the elderly be treated with the dienitv 
and respect to which they are entitled. " 

Medicaid and day care 

As there are no federal standards or regulations for day care as a covered medical 
service under Medicaid, an excellent opportunity exists. Day Care can be structured 
under Medicaid to address some of the committee's concerns. It can be assured that 
day care will serve as an alternative- by limiting.it to those who are nursing home 
bound. In Maryland we limit day care to those who have been PSRO certified as 
requireing nursing home care. 

• The cost of day care can .also be controlled to some extent as a ceiling could be 
imposed or the reimbursement rate could be tied to, for instance, a percentage of 
the nursing home rate for- day health and percentage of the hospital rate for day 
treatment. It should 'be kept. in mind, however, that the'average utilization of day 
care, two or three days a week as opposed to institutionalization seven days a week, 
is in itself a savings. ' 

Continuum of care ^ 

In conclusion I would like to say that Day Care is not a panaceaV It can be a very 
good and useful service for the right person. I believe that this ik ihe key: that the 
service be appropriate for the individual. Day Care can fill part oT this need, but 
what is really needed is a continuum of services. I strongly belieVe that the appro- 
priate use of a continuum of services is the cheapest and most efficient use of 
resources. In many places now, the only choice is nursing homes, whichNjas created 
an artificial demand. By developing and funding alternatives, the, tremendous ex- 
penditures for nursing homes will decline and the elderly will have real choices to 
meet their needs. Hopefully these choices will enable many of the elderly to remain 
in their homes and communities and tc live and die in dignity. 

Finally, I would like to send you a report prepared by the Maryland Department ^ 
of Health and Mental Hygiene entitled "Report and Recommendations on Alterna- 
tives to Long-Term. Institutional Care". I hope it proves useful. Also I would recom- 
mend that the committee .give serious consideration to requesting the General 
Accounting Office to study day care. 1 have much respect for their work. Unlike 
some studies which use sophisticated methodology; in lieu of common. sense, the 

'Georgia Department of Medical Assistance. Alternative Health Service Annual Report 1978- 
t ( J Atlanta. G:i. p 1*>n ; : v : 
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GAO has always impressed me as starting with a common sense approach and then 
doing whatever analysis is necessary to reach a valid conclusion. 

If I may furnish the committee with any additional information, please contact 
me. 

Sincerely, <■ / 

Lyda B. Sanford, 
Chief, Division of Program Development 

Enclosure. 

(Note.— The report "Report and Recommendations on Alternatives to LonK-Term Institutional 
Care," has been retained in Committee files due to its size.) 



Senior Citizens, Inc. , Day Care for the Elderly, 

' Joseph B. Knowles Center, 

Nashville, Tenn. 

A day care program for the elderly began operating in April, 1972. It is now 
under Third Party Funding Provisions of Title XX of the Social Security Act, Social 
Rehabilitation Services. It is administered by the Tennessee State Department of 
Human Services. As a United Way Agency, Senior Citizens, Inc. participates in this 
program. . . ^ 

We now give day care to twenty-one per day who are over sixty years of age and 
who are at or near the SSI level and who suffer some degree of physical and/or 
mental handicap due to a variety of causes. Among this target group, it is our aim 
to. reach such individuals for whom our program acts as a deterrent to 
institutionalization or enables family members to be gainfully employed so as to 
keep the older person in the home. It is likewise aimed to include those isolated 
individuals who could profit from culturally enriching experiences and peer-group 
associations. The program includes transportation, afternoon snack, noon meal, 
health maintenance services, informational and/or referral services, social welfare 
services, and a varied program of crafts, parties, and special activities, including 
trips. 

In order to have a capacity load of twenty-one per day, we have worked with 
about eighty different individuals. The caseload has now narrowed down to about 
thirty-five. The average attendance is three times weekly. Profile of the program is 
85 percent female and 90 percent black. There are also 8 partially sighted partici- 
pants in the program. These 8 individuals initially presented problems to the staff 
who had no special training to work with partially sighted individuals; therefore,, a 
program specialist trained in working with the handicapped, has been added. 

After a participant has been in the program a few months, we are able to observe 
remarkable improvement. 

Some of the areas where improvement is greatest is in their orientation to time 
and place; in their improved self-image and positive ego development; in increased 
physical activity; in conversational skills; in better grooming and cleanliness; and in 
their overall outlookon life, which is much happier and more optimistic. 

Generalized services . 

1. Counseling with aged individuals and their families. 

2. Health supervision of Day Care participants. 

3. Motivation counseling aimed at creating and supporting a desire to interact 
with others, and to become more independent. 

4. Group activities in keeping with the needs and capacities of the participants. 

Specific services 

J. Day care program 

(a) Includes daily individualized and group activities. Some of these are handi- 
work, games, crafts, music, art, and various ongoing classes at Knowles Center such 
as pottery, sewing, communication skills, and emphysema exercises. 

(6). Includes transportation to and from Center, morning and afternoon group or 
individual activities, snack time, noon meal, and rest time. 

(c) Includes definite programs /or cultural enrichment: book reviews, travelogues, * 
group singing, and trips to community attractions. 

2. Social services ■ : . 

(a) Includes evaluation and diagnosis of each participant, with activities planned 
on individual basis. - 

(6) Includes supportive therapy, crisis intervention, outreach, referral and re- 
sou r ce inform ation f or p a r t icipankrand-theH^amilyi ^ ■ — — 
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(c) Includes motivation counseling by interpretation of behavior and aspects of 
aging to participants and family members. 

id) Includes counseling on all aspects of consumer problems, emphasizing the 
basic requirements of food, clothing and shelter. 

3. Health services 

(a) Includes individual assessment, determination of medical regime as ordered by 
physician, advice for those not under medical care so that they can utilize existing 
health services, selected screening tests, nutrition information, and foot care. 

(b) Includes emphasis on personal hygiene regarding cleanliness and grooming, 
with the aim of motivating individual to assume responsibility for self care. 

(J,0 Includes daily program of exercises as appropriate for elderly participants. 

4. Food 

Of 

(a) Nutrition is included as it is one of the National priorities for the elderly. A 
definite program is presented giving the participants basic information on food 
selection and how food relates to their total well-being. 

(b) Provides a well-balanced three course meal five days a week. Special diets are 
also served. 

(c) Provides mid-afternoon snack including either fruit juice or fresh fruit, ice 
cream, or diabetic fruit, if necessary. 

5. Transportation 

(a) Includes picking up participants and returning them to their homes. A 15- 
passenger bus owned by the project is used; also we rent an additional van from 
Senior Citizens, Inc. - 

(o) Includes limited transportation for clinic and doctor appointments where no 
other transportation is available. 

Eligibility for participants 

The project is limited to individuals sixty years of age or older who are deter- 
mined to be eligible under Third Party Funding of Title XX of the Social Security 
Act. The project is administered by the Tennessee State Department of Human 
Services. • 

Senior Citizens, Inc., is a multi-purpose center for. individuals fifty-five years of 
age and older. There are thirteen branches and one mini-center^ (open five days a 
week) in the Donelson area. All the branches, including the mini-center are in 
Metropolitan Nashville. The main Center is open six days a week but the branches 
meet only on their one day a week. There are 4,200 members of the Center with an 
average daily attendance of 360 at the main Center and branches. Programs offered 
by Senior Citizens, Inc., include educational and craft classes, recreational activities, 
counseling services, health consultation and information, food and rehabilitative 
services. 

There. are several other services housed in the Senior Citizens, Inc., building. They 
are: Foster Grandparents program; Mobile meals for indigent elderly who are re- 
ferred by Visiting Nurse Service; Homebound meals for those who are unable to 
prepare their own food, a year-round Trip program, and a second Adult Day Care 
program which operates five days a week for those who. need the service. There is a 
staff person provided. This program is funded under State funds provided by the 
Tennessee Commission on Aging. 

The Title XX Day Care program, as described, is the other special program at 
Senior Citizens, Inc. One of the attractions of the. Day Care program is that it 
functions as an integral part of this multi-«service agency, giving the participants 
many more opportunities because of its location. Day Care participants are enrolled 
in pottery class, emphysema exercises, liquid embroidery, organ and piano, crafts, 
ana alsa.take part in physical fitness activities, as well as enjoying the parties and 
films. 

After 8 years, we are convinced that this type of intervention and the services 
"•provided through 'this program does prevent unnecessary hospital stays or referrals 
to Nursing Homes. Of the approximately 350 individuals given service by the 
program, the families have expressed repeatedly how helpful it is. Not all of the 350 
were admitted to the program. From the approximately 180 who were participants, 
\ve have lost 15 by death, 8 are now in Nursing Homes, and 4 are now in institu- 
tions. Some improved to the point that the program was no longer necessary and 
the others have moved away. 

The Day Care program has indeed made life enjoyable again for those who had 
given up and were just existing. For this we are grateful. 
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Prime Time Day Center, 
Evanston, IlL April 2& 1980. 

Claude Pepper. 

Chairman, Select Committee on Aginf*, - - 
House of Representatives, Washington, IXC. 

Dear Congressman Pepper: I wish tosubmit the following facts and information 
to be placed in the Congressional Record as testimony for establishing Adult Day 
Care Centers for the Elderly. , 

The recorded interviews with adult-children tell more elequently than descrip- 
tions or factual information how 'effective and accomplishing attendance at Adult 
Day Centers can be. ' . N 

The chart defines various types of day care centers and demonstrates the flexibil- 
ity and adaptibility of the Centers to fit the endless medical, social and psychologi- 
cal needs of the senior citizen. m . « . 

You are to be highly - commended for your efforts in establishing this viable 
alternative for the maturing adult who otherwise might be condemned to a bleak 
existence in a nursing home that doesn't answer his/her needs. 

Thank you for the opportunity to record my testimony in the Congressional 
Records. 

Sincerely, 

Shirley Sidran, Director. 

Enclosure. 

Following are interviews with families whose elderly parents are attending the 
Center: r .. 

Bob Clark, single and in his early 40 s, has had sole responsibility for his mother, 
Elsie, an 82 year old former piano teacher when she left a long established house- 
hold in Pittsburgh three years ago. They live in a large apartment building where 
close to 75 percent of the units are rented by widows 60 years of age and older. 

Although it would seem that this environment could provide a large number of 
potential friends for Mrs. Clark, many of the women have lived in the area for years 
and have already established personal relationships which she, a transplant from 
Pittsburgh, has not. ,.; • / „„, 

"Mother isn't accustomed to /going our and making friends, Clark savs. bhe 
doesn't play bridge, and, as hen slowing down became more noticeable, it began to 
make people her age uncomfortable." 

Clark read about Prime Time, The Home's Day Center, in the local Evanston 
Newspaper and says, "It was/exactly what I felt was needed." At first he was 
hesitant to send Mrs. Clark every day, but he found that it was necessary for her to 
establish daily relationships wfth people. 

"She is now much keener mentally," he says, and credits it to her 'having to use 
her brain every day." She has a better memory, and now her blood pressure has 
gone way down as well. From' the first couple of weeks, I noticed that when I picked 
her up each day, she was Sharpen Now I'm finding I can relate to her as an 
adult. ... I have more confidence that when I ask her not to do something she 
won't do it. She tends to b,6 much less confused. She needed the social interaction 
very much. 

Clark has observed that his mother s endurance is better as well, and that she has 
become "peppier . . . and more willing to do things." 

One Saturday she went with me to pick up a friend at the train, then to herhair 
dresser, after which we had lunch, went to look at condominiums and do/some 
errands, and finally back to the train— all with only an hour's nap in the afternoon. 

Before Mrs. Clark started at Prime Time, her son had to slow, his own pace when 
he was with her for fear of tiring her. But now, for instance, . . we have tickets 
for the piano recitals at Orchestra Hall. We used to leave at intermission, but now 
we stay for the whole performance, eat dinner, and then come home. Oh yes, shes 
coming out. She has a friend here too, Ellen. One week Ellen was away and mother 
missed her. I heard about Ellen every night. 

He continues, "This has been a life-saver for her and selfishly, for me . . . if it 
weren't for Prime Time, I would say that for her own. good, we would have to get 
full-time help during the day or go to a retirement home or a nursing home. And 
while I feel there is a need for those, I feel that the senior citizen* as long as 
.possible should be maintained at home in a family environment, even a limited 
one." * ■ - 

Helen Schmidt, age 88, lives with her widowed daughter on the first floor of a 
two-fiat, family-owned building. The second daughter is married and lives with her 
family on the second floor. 
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In contrast to Bob Clark and his mother who live alone in a large apartment 
building, one would think N that this integrated family living arrangement would ease 
Helen's problem of being alone. And for a while it did help, but both daughters, Bea 
Arndt and Joyce Daley work\and Helen was left alone all day. 

She had little desire to eat t{ie meals the girls had left for her, lost all motivation 
to keep herself occupied and tern me nervous. Medication only seemed to make 
matters worse. She was not aware of family activity around her, taking no part in 
.family gathers, and seemed to be ^totally out of it." 

She was hospitalized during the Nvinter to determine the extent of the deteriora- 
tion and was diagnosed as being over-medicated. Upon discharge, it was recommend- 
ed that she should not be alone. When asked ,if Helen could read during the day, her 
daughter replied, "Yes, she has cataracts, but she can read with the use of magnify- 
ing glasses. But I think.you can do just. so much, you can watch just so much TV. 
The weather was extremely bad last year. It was hard for us to take her out because 
of the snow and ice; she was unsteady, so she just felt completely isolated and 
cooped up. As a result, she became so frustrated that she couldn't deal with being 
alone each day." 

The daughter continued,' "We talked to the doctor about a day center, and he 
thought it was an excellent idea, so we began to look 'tito this type of care— and it 
has been marvelous for her and for us." 

Bea found out about Prime Time by contacting the Commission on Aging in 
Skokie Village which gave her the name of Prime Time. The two sisters visited the 
Center where arrangements were made to send the regular Center invitation to 
Helen, asking her to visit for the day. Helen reluctantly agreed, "but she was going 
to go just this once, and that was it." . . . . 

Bea continued, "She came the day of the invitation, had lunch and enjoyed it. 
That was on Thursday. She went back the following Tuesday and had such a good 
time that she's been there every day since. ..." 

Joyce commented on the change they've noticed since she attends the Center. 
"We were remarking this evening that she is so much more alert than she was last 
winter. Things that she just never thought about any more, all of a sudden are 
coming back to her mind and she seems to be really 'with it* again. She's still 
forgetful, but she's not like she was before where you had a difficult time sometimes 
having any kind of conversation that made sense." 

When asked how her attendance at the Day Center, has affected their interaction 
with her, Bea continued, "We certainly feel more at ease. We leave in the morning 
with the nice feeling of knowing that she's going to be with someone and be happy. 
When welcome home, she's had a good day. It seems now that she's settling down 
and feels contented. I think she considers it a job. While working with the crafts, 
she knows she'll be able to sell them when she's finished, and she feels useful. Just 
as both of us go to work, she. now feels on the same level that she goes to work, too, 
and has a job. She often says, 'Well, I have to go to work tomorrow.' It's a 
tremendous boost for her self-esteem. I don't know what we would have done if we 
hadn't found Prime Time. Our. only other alternative would have been to find a 
sitter, and I don't think that would have made her happy. She enjoys being with the 
ladies. They're getting to be sort of friends now and that's important to her. I think 
a sitter would *have been our only alternative and I don't think it would have 
worked." - \ • 

Joyce added, "No, because the Center gives her a sense of independence. She feels 
she isn't dependent. I think if someone came in and sat with her it would make her 
feel that she was really at the end of the line. I don't know any other way that we 
would haye dealt with.it because she Could not have been alone really very much 
longer. It's just been very gratifying. And we're very grateful for the program. It's 
been super. It certainly is a wonderful thing. It's done so much, and I'm sure it's 
done equally as much for the other ladies that are here because I think Mother is 
one of the oldest ladies here, as I'm sure it's done as much for them." 
The following is an effort to define the concept of day care: 
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Modality 



Major service objectrve 



Type ol dtent 



rvtce setting 



• Community care To provide the services and 
program. programs necessary to prevent 

long term institutionalization; 
i.e., meals on wheels, 
outreach, friendly visitors, 
transportation, in home health 
care, legal aid, counseling. 

Crisis center To provide a protective - 

environment to assist the 
individual in coping with their 
specific problems and 
situations. 

Chronic core day To assist IheJndividual to achieve 
. center. and maintain the maximum 

level of functioning. This would 
include a transitive, or 
protective environment that 
assists the individual and their 
family in dealing with the ■ 
multiple problems of daily 
living. 

Day hospital..... To prcvJe care resources and 

medical supervision to help the 
. individual regain an optimal 
level of health following an 
acute illness. 



center nursing 
agencies, 
facilities. 



service ; 



Individual with medical or Specialized sen 
cognitive impairments that homes, social 
would not allow them to leave and free standii 
their home, individuals whose 
overall capacity for 
independent functioning would 
not be possible without these 
supports. 

Individuals with acute cognitive or Psychiatric hospital, nursing 
functional psychiatric problems home, or free standing 
not requiring medical facilities. - 

management. 



The individual has acute or 
chronic cognitive, or functional 
impairments not requiring 
nursing or other medical 
supports. 



The individual is in active phase 
of recovery from an acute 
illness. They should be no 
longer requiring a twenty-four 
hour inpatient setting, but can 
benefit from the day services 
of a rehabilitation center. 



Nursing homes, or free standing 
facilities. 



Hospital, rehabilitation center, or 
nursing home. 



Resource tor the chart, Philip Weiler. and Etotse Rathbone-McCuan, Adult Day Care, Community Work with the Elderly, Sormeer Publishing Co 



Submitted by Albert R Siegel, MD.,- Principal Investigator, Adult Restorative 
Services, The E. S. Edgerton Medical Research Foundation, Wichita, Kans. 

In small communities and rural areas, physically-disabled adults need an alterna- 
tive to institutionalization. Day treatment can serve adults who continue to live at 
home. It can use existing personnel and equipment. Through an Administration on 
Aging Model Project grant No. 90-A-l 620(01), "Adult Restorative Services," The E. 
S. Edgerton Medical Research Foundation is demonstrating the day, treatment con- 
cept in four rural Kansas communities. . 

Local nursing home staff are trained to offer individually prescribed and group 
activities to chronically ill or disabled adults who come to the nursing home for day 
treatment, but live in the community. Participants and other community residents 
who do not take services are followed for 24 months for changes in physical condi- 
tion. Evidence is sought of improvement, stabilization, or deterioration of ability to 
accomplish activities of daily living with a degree of independence which allows the 
individual to live alone or with family in the familiar community, retaining estab- 
lished ties and social roles. Restorative' services are offered in cooperation with 
other social and health services, I 

Licensed adult care homes operate in small communities which may lack other 
health services, so establishment of restorative services in these existing facilities 
may be a practical means of offering" restorative services, for rural, residents. Client 
treatment is reimbursable through some private insurance plans, Veterans Admin- 
istration and Medicaid. Project staff have developed arrangements with Kansas 
Medicaid for clients determined to be medically and financially eligible who come 
into the treatment sequence with medical need. 

Arrangements for reimbursement and definition of policies and procedures to 1 
meet reimbursement agency criteria have been very time consuming. We strongly 
urge communication between agencies and bureaus to eliminate some of the contra- 
dictory requirements. Medicare does not pay in an Intermediate Care Facility (ICF). 
It is important that medicare regulations be altered to pay in an ICF facility, thus 
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eliminating the costly three-day hospital stay and the Skilled Nursing Home (SNF) 
requirements. * J . 

Current programs do not adequately reimburse organizational costs, especially* in 
rural areas, for transportation and time spent in travel. (For one elderly couple, 
living. 9 miles from the nursing home, the cost of gas for her therapy 3 times per 
week represents 9 percent of their total income. They do not have available discre- 
tionary dollars.) - 

State laws should require private insurance to cover home health, day care and 
hospice services. 

Financial assistance, when proven necessary, should be available to families who , 
wish to and will keep their aged at home. 

There is a lack of alternatives to nursing homes. Home health, day care and 
homemaker services should be available to ail aged. Each county should have these 
services. 

This Adult Restorative Services project concentrates on making restorative serv- 
ices available in the home community which will improve quality of life for chron- 
ically ill and disabled adults who now do not have access to therapy or who must be 
separated from family and familiar surroundings in order to receive services. There 
is growing awareness of need for restorative services and concern for mechanisms 
for delivery as numbers of potential consumers increase in rural Kansas. Local 
citizens, professional organizations and State agencies may cooperate to implement 
similar services throughout the State if this project demonstrates that affiliation 
with existing licensed nursing homes is effective for the patient and practical 
financially. Rural Kansas' model of services affiliated with licensed nursing homes 
may be used in other states so there is potential for wide use. 



Saint Johns Hospital, 
Springfield, IlL, April J J, 1980, 

Congressman Claude E,_Pepper, 
Chairman, House Committee on Aging, 
Washington, D.C, 

(Attention: Miss Lou Bracknell) 

Dear Congressman Pepper; In response to a suggestion from Edith Robbins. 
Division of Long Term Care, I wish to inform you of a program to sensitize medical 
students to the realities of aging in our community. The medical students of South- 
ern Illinois University in Springfield, Illinois, as part of their rotation through 
Family Practice come to the St. John s Hospital Adult Day Care Center, As part of 
their conference, they are shown from examples of nursing assessments, completed 
in the -home, medication profiles that blatantly reflect medication abuse and misuse 
in individuals before their entrance into the program. Realistic problems with 
activities of daily living that prevent integration with the community are discussed 
as well as the center's approach to helping the participant and his family minimize 
those problems by maximizing their abilities. 

Our staff has observed that participants in the Adult Day Care Program have 
shorter and fewer hospitalizations then what had been reflected in their past 
medical histories. Although our participants have hospitalizations, they are fre- 
quently less acutely ill when diagnosed and frequently can be. managed medically 
through the health care services of the program. 

Prevention of acute illness, control of the effects of chronic illness, care planning 
and problem solving are vital components of our Adult Day Care Program. Involv- 
ing the forty-five participants in the choice and decision making process has been; 
beneficial to their mental and physical well being. 

It is my hope that this information will- be useful to you in testimony before 
Congress. Future legislation that recognizes the special needs— medical, social, emo- 
tional and psychological— of those over 60 could prevent growing statistics of social- 
ly isolated and physically disabled older ^persons. 
Sincerely, . 

I Mary Jo Skube, R.N., 
Supervisor, Extended Health Services, 
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Day Care Offers 
Option for Elderly 

By LIUAVE DROfANKODNER 



THE stroke was not f* 4 fjut It 
left 66-year-old Jad, KiKer la a 
come, then severely paralyzed 
sad unable to sptak. After two 
years of rehabilitation la s nursing fa- 
cility, s sodsj worker advised Mr. Kil- 
ter that he could rtrurn borne and con- 
tinue treatment as an out-patient. 

It was then that his wife learned of 
the Institution's adult day-care pro- 
frara, which would provide the neces- 
sary transition between 24-hour nurs- 
ing borne care and community living. 

•The day center baa been wonderful 
for my- husband." said Mrsr Riner 
from their Brooklyn apartment "He 
can be home again, talk to his friends, 
and still get physical therapy and meet 
new people.*' 

An 83-year-old man who lives with 
his wife in their Bronx apartment was 
becoming increasingly confused and 
forgetful. His 7*. year-old wife, who suf. 
fers from arthritis and a heart condi- 
tion, felt isolated and unhappy about 
her husband's frequent depressions. 
Their daughter, who lives with her 
family on Long Island, did not want to 
place her father In a nursing home, but 
was unaware of available options. 

She learned from a gjriatrlc center 
la her parents' neighborhood that Its 
day-care program could provide her fa- 
ther with professionally supervised 
group activities that would keep him 
alert and socially involved; her mother 
could receive needed. long.te»m health 
care. The program would also arrange 
~r 1 part-time aids to give assistance 
& .ieir apartment. 



"Day care has made a tremendous 
difference in their lives," the daughter 
said. "Dad couldn't function at all — 
now he's smiling again. Mom's condi- 
tions are being treated; and she's more 
la teres ting and happy because her 
mind Is being used! 1 don't have to go to 
sleep worrying about them anymore." - 

Because of the high cost of nursing 
home care and the human conse- 
quences of Institutlonallxatlon, Interest 
has grown In finding ways of caring for 
infirm older adults in their own neigh- 
borhoods. Adult day care, an idea bor- 
rowed from England and Scandinavia. 
Is one of the newest community pro- 
grams being developed to increase the 
choices available to older people who 
can no longer live on their own. 

Adult daycare centers, also known, 
as day hospitals and a variety of other 
names, are attached to cursing homes 
or hospitals. The programs are aimed 
at shortening a hospital or nursing 
home stay, like Mr. Ri tier's situation, 
or preventing Institutional pu cement, 
like the couple from the Bronx 

The day-care centers provide one- 
stop medical and nursing care, reha- 
bilitation, social services, recreational 
activities and hot meals, as well as 
round-trip transportation from home to 
center. Participants attend anywhere 
from three to six hours dally, one to 
five days a week, depending on Individ- 
ual needs. Whlla no two programs am 
alike, they share similar goals of pro. 
venting physical and mental decline 
and teaching self-care skills to promote 
continued Independent living. 
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"An older person'i ability to remain 
Independent and function at the highest 
level of health primarily depends on 
'i villa ble community resources." ssld 
DennU Kodner. director of planning 
and community services at Metropoli- 
tan Jewish Geriatric Center, which 
sponsors a day hospital. "Day care Is 
an especially promising alternative for 
many aged people who n«ed long-term 
care." he said. 

According to the Honlth System r. 
Agency of New York City, [hero are 
more than 40,000 elderly persons In 
nursing homes In and around the city. 
A report Issued by the Congressional 
Budget Office suggests that from 10 to 
30 percent of those Institutionalized do 
not need 24- hour nursing supervision, 
but can he adequately cared for In their 
communities. 

A major problem with adult day care 
Is financing. Medicaid, the state-ad- 
ministered program for the medically 
indigent, accounts for the greatest 
source of funding for this service In 14 
suiea, including New York. In most 
cases, the stato pays the entire cost of 
the program, for those who are eligible. 
Medicare, Fedoral medical Insurance 
for anyone over 63, limits payment for 
specific treatments provided by the 
day-care center. Individuals not cov. 
ered by either of these public programs 
may find that the cost of day care — 
though less than nursing home care — 
may be beyond their private means. 

Senator Bob Packwood. a Republl- 
can from Oregon, plans to introduce a 
bill to expand adult day care and in- 
home services to all disabled persons 
and those 63 and older. Jeff Lewis, an 
aide to the senator, ssld the bill would 
combine all nonlnstltutlonal care into 
ono comprehensive system and would 
eliminate existing financlol barriers. 
The proposal,- cxpectcd-to be intro- 
duced before May 30. will be called the 
Communlty.Based Long-Term Care 
Act. he said. 



Financing and Programs 



Medicaid: Financially and medically 
needy individuals may qualify for day. 
care services without charge if income 
and assets are below state minimum*. 
For information on eligibility and the 
address of a Medicaid office near you; 
call the New York City Human Re- 
sources Administration, 3940050. 

Medicare: The Federal health insur- 
ance program for individuals over 63 
does not recognize day care as a sepa- 
rate service. However, under Part b 
(medical Insurance), It pays pan of the 
bill for physician services, therapy and 
other skilled care provided to patients 
In need of active rehabilitation. For In- 
formation: local Social Security offices 
and adult day-care centers. 

Insurance and Private Payment; In- 
surance companies may reimburse 
certain out-patient medical services 
rendered by adult day-care centers. 
For information, call or write your in- 
surance company. Individuals not cov- 
ered by either public or private Insur- 
ance may be eligible for payment on a 
sliding scale or a full of partial grant. 
Out-of-pocket costs may range from S23 
to 340 a day for tho program. For infor- 
mation, consult the adult day-cart cen- 
ter. 



' j Adult Day-Care Centers 



Jewish Home and Hospital for the 
Aged Day-Ore Program, the Bronx, 

Metropolitan Jewish GerlairlcXen- 
UrDayHcsnitaJ. Brooklyn, 633.2C00. 

Moatafloro Hospital and Medical 
Center After-Cere Procram, the 
Bronx, 0204172. 

Moshohi-Monteflore Day-Care Cen- 
ter, the Bronx, 681-6094. 

Penlnsule Hospital Center Rehabili- 
tation Division, Adult Day-Care Pro- 
gram. Queens, 043-7100. 



Future Programs 



Additional programs that have been 
approved In New York City and are 
acheduled to open over the next several 

months: 

Deth Abraham Hospital, the Bronx. 
920-3631. 

Daughters of Jacob Geriatric Center! 
the Bronx, 293-1300. 

Ecer Nursing Heme, Staten Island. 
970.1600. 

Jewish Institute of Geriatric Care, 
Queens, 343-2100. 

Mary Manning Walsh Home, Man- 
hattan, 626-2600. ' 

The Hebrew Home for the Aged at 
Rlverdala, the Bronx, 34S4700. 
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THE NEW YORK TIMES. THURSDAY. MAY , 



Letters 



On Adult Day Carer 
To The Home section / 

Utlane Droy&n Kodners article 
("Day Care Offer* Option fbr EWerty," 
May IS] made • dear andlntalllgent 
. com for the adult daycare alternative. 

I am plcued to not* that the day car* 
option has been coming into lu own In 
Connection, ltwaa identified In the 
flndlAfi of the Governor's Blue Ribbon 
Committee to Invtttifatt the Nursing 
Home Induftry In Connecticut, which 1 
chained In 1973-71, as a promising pn> 
i pectrve oomponent of the wide ranges 
of terrier* provided the elderly. A pilot 
program set up In Norwich has shown 
the co*f-*ffectrvene*a. as welt as the 
human benefit, of adult daycare. 

Since that pilot program was con- 
cluded last June, the stale has seen the 
esubUahment of 17 adult day care pro- 
grams, now serving some 370 clients. 
The cost comparison* offered by the 
Norwich program were stark; S113-I7 a 
week per client In total public cost for 
day care, against an average weekly 
per-dient cost of S22S In a skilled nurs- 
ing faculty. The social advantages, of 
course, cannot be measured In dollars 
and cents: the comfort and relief of* 
familiar surroundings ; the elimination 
of unnecessary disruptions of personal 
and family lives; a general easing of 
' tension and anxiety. 

The great problem confronting the 
proponents of adult day care nationally 
is the terrible Inadequacy of govern- 
ment support. As Miss Kodner pointed 
out. Medicare pays for only a fraction 
of the services provided through day 
care center*. And when older citizens. 
j re unable to gain access to or reim- 
bursement for such cemmunlry.based 
services as day care, they often find 
themselves with no alternative to insU- 
tutionaJtcatlon, In which their expenses 
win be fully covered by Medicaid. 

ii the nwnths ahead; I and several of 
my Ungues on the Select Comn-.tttev 
on A#ing will pre*s forward in our ef. 
forts to expand Medicare reimburse, 
menu for *tdult day care service?, end 
to promote the creation of a new office 
for adult day care in the Department of 
Health and Humin Services. 

William R. ratchford 
United States Representative 
Fifth District, Connecticut 
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W LAUUY J. HOPKINS 



AUMICULTUMt 

»n rci cuMMirrrr. on *uim. 



WAtMWMtM, t>.C. Hilt 

(U*)IIMMI 

MltMAMO MtMMTf, KtMIWlf* 4I0U 



Congees of tlje finite* states? 

.IfloflblnfltQit, 20515 
July 11, 1979 

Hoiiarjiblc Joseph A. Cnlifano, Jr. 
Secretary 

Deportment of Health, Education '»nd Welfare 
200 .1 ndependence Ave nue , S , W . 
Washington, D.C. 2020.1 

Dc?ar Mr, Secretary: 

We are addressing this letter to you to express our deep 
concern for the Bcdcr.il rorsponsc to the elderly and their 
families in need of adult day health facilities as on alterna- 
tive to institutionalization. 

The Select Committee on Aging conducted hearings in Lex- 
ington, Kentucky, on July 6th to assess the Federal response 
to the health, economic, education, and social service needs of 
the urban and rural elderly. Those who testifi.ee! on alternatives" 
to institutionalization* cited adult day care programs, in 
Kentucky, as a humane and cost effective supportive service. 

The two Centers for Creative Living in Lexington were 
pioneer projects in this fielil, and received Medicare reimburse- 
ment during the HKW pilot program mandated by P.L. 92-603. 
Medicare funding has, been discontinued, however, and through 
lack of funds the program is new threatened to the point that 
the two centers have been forced to merge into one, and to'cur- 
tail services. Witnesses at the hearing on July 6th emphasized 
the success of this program ii*f meeting their needs wind stressed 
that more innovative adult day health care programs of this 
type are needed to fill the gaps in the health care continuum 
in Kentucky. 

We would like to request that you review and .advise us on 
the current Department policy on reimbursement of adult day 
care under Medicare. ^ 

Further, wo would recommend that a focal point be established 
within the Department to coordinate* the myriad of health and 
social service funding sources that may be utilized for adult 



121 



147 



Jotioph A, Culifnno 
July 11, 1979 
Pago 2 



day euro, with tho goal of providing a clearinghouse for tho 
clinncmlnnt.ion of Information And technical assistance to 
State and local agencies and conkers which seek to establish 
or maintain dny care programs. 

Final-ly, ploaac advise on recommendations for loyislatii 
to support adult day caco. 

Any additional information or assistance on adult day 
caro and roalintic funding options for programs such ao tho 
Center, for Creative Living would be appreciated, 

1 

Thank you in advance for your assistance 




Member of Congress 




CLAUDE PEPJ 
Chairman, 'i 
on Aging 



/ 
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ftouae of McpretfcutntiUctf 

SELECT COMMITTEE ON AGING 
SUBCOMMITTEE ON HEALTH AND LuNG-TERM CARE 
71) H«ii* Ornci uunoina Anni* t 
MUibiiistcm. 5D.C. 203ir 
hod ni-nii 

April 4, WHO 



Dear Fr I unci j 

Your assistance 1h requested i f i a matter of concern to the 
Subcommittee on Health and l.nnR-Ti»rm Kuru of the House Select 
Committee on AKtnft. 

On April 23, 1980i the Subcommt t tun will conduct a hearing In 
WflHhlnKton. 0. C, on tho subject of ailult day care. Preparatory 
to that hearing, we have developed a survey for the purpose of 
collecting Information cuneernlnK adult day care. pruKrnms In the 
St a tun. 

We vmild deeply appreciate your cooperation In completing the 
enclosed survey ami returning It to our official by April 15. It 
Is likely that the Infnrnuttlon requested Is maintained by different 
persons la State p.overument , It would he moat helpful If you could 
deslnnute one person In yuur Agency to act as the coordinator of 
response* to thls-survey. In eases where a precise response Is not 
possible, please supply estimates and so indicate. 

Survey responses should be addressed to the Subcommittee nn Health 
and Limit-Term Care, U. S. Mouse Select Committee nn Ap,lnR, Room 715, 
Mouse Annex No, I, Washington, 1). C. 20515. 

Many thanks for your vlllliiKne.ni to be of assistance In this 
Important endeavor , 

Kindest} regards, and 

Sincerely* 



ClaijUe Pepper / James Abdnor 

Cha/rman Rankln R Minority Member 
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ADULT DAY CAM SURVKY 

Subcommittee on Mua L tfi and Long-Term Care . 
U, S, House Select Committal- on Aging 
April A, L9fl0 



Please respond to thu following questions by April II). When* 'JXact reaponsua 

are not poaalble, please give oatimatos and ao Indicate. Your cooperation and 
tlH h I a t sncu are moat deeply appreciated. 

I) a. Aru adult day caru aervlcea provided In your State? Yea No 

b, If ao, how many programa are there? 

c. la thia number estimated or exact? 

2. a. How la adult day care funded In your State? 

State Plan fur Medical Assistance (Title XIX) Yea__ No 

Title XX Plan (hoc la I h.t vices) Yen No 

b. Of che following potential sources of funding, which have been Identified) 
which have .been used In your State to develop or pay for adult day care 
programs? (PleaHe check.) 

Title XVUl, Social Security Act (Medicare) 

Title XIX (Medicaid) 

Tlrle XX (social aervlces) 

Title Ul, Older Americans Act 

Mental Retardation Facilities and Community Mental Health Centers 

Construction Act, Titles I and III 

Health Revenue Sharing Act, Titles I and V 

Education Acts 

Domestic Volunteer Service Act 

Community Services Act, Title U 

Comprehensive Employment and Training Act, Titles I, 11, and VI 

Urban Mass Transit Act 

. Housing and Community Development Act, Title I 

State and Local fiscal Assistance Act 

c. Mow much will be spent for adult day care In the current fiscal year In 

your State? If possible, please break down among the various funding sources 
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3) Mat nil aorviuuH provided throUKh the adult day care progrnma In your State 
and designate by (M which are the moat commonly provided. Pleaae indicate 
which service* are covered by Medicaid (T/tle XIX). Medicare (Title XVII I), 
Hoclal aervlcen (TUlr XX), or the OLdor Americana Act. Title III . 

4) What la the average coat per client: 

________ per day ______ per month per year 

5) Una the State established atatewldo ailmlaalon or eligibility criteria under 
thin program? If ho, what are theae? j 

6) Pleaae provide statistics for the following. Iri the form of an annual report, 
if possible. 

n. nge range of adult day care clients , 

b. median age of clients ^_________^_ 

/ c. menn aRe 1 of clients 

j d. types of physical or mental handicaps 



L*# total number of clients served a nnually at a given 

time 

7) How many persona would you estimate to be in need of adult day care in your 
State? 1 

On what Information do you base thla estimate? Please describe the results 
of any surveys or st ilea which have been conducted in your State with regard 
to the need for ndul- >*'»y care or community-baaed long-term care in general 
and ottach any pertinent materials. 

How many persons could be diverted from nursing home care if adult day 
care were fully funded in your State? 



With full funding for ndult day care, could persons who currently reside 
in nursing homes return to their own homes or communities? 

Yes No 



If ho, how many would you estimate? 

Docs your State have standards for adult day care? Yes No 

If so, nre the standards for funding licensure b oth 

Pleaae attach a copy of these standards. 

10) What other services such as transportation would be necessary for day care 
to be successful in your State? 

U) In your view, what are the most significant barriers to the development of 
adult day care aa" a full-fledged component of a "continuum of care?" 
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12) n. Whnt la the per diem Medicaid reimbursement rate (or range) In your 

Statu for caro tut 

SNP (skilled nursing facility) 

1CK (intermediate care facility) 

Other (please Indicate level. of caro) , _ 

b. What la the average dally comma of nursing home residents in your 
State? Please Hat by SNP, ICP, or other. 

13) Has your State undertaken an analysis of the cost benefits of adult day 
care programs? if so, please cite findings. If not, has a consensus 
developed regarding the coat benefit of adult day care? 

14) a. What procedures have beerf developed by your State to approve the 

operation of adult day care centers which provide services covered 
under Medicaid? 

b. To what extent has adult day care been considered In the State health 

plnn as a way of meeting the long-term care needs of the impaired elderly? 

15) Pleaso list anJ discuss any recent developments or pending plans or proposals 
In your State with regard to the development of adult day care services for 
the elderly. 

16) Please attach a short summary or history of any cases which demonstrate 
significant improvement in the functioning status or living situation of 
older persons as a rosult of the availability of adult day care. 
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Prepared by Janice A. Unit) 



ADULT OA Y CARE SURVfV -RESPONSE ANALYSIS 
September 23, 19*10 



This analysis was performed based on the rosponsos received from an adult 
day care survey developed and administered by the House Select Coiwiltteo on 
Aging, Subcommittee on health and Long-Term Care In preparation for a hearing 
held on' the subject on AprM 23, l%0. Questionnaires were mailed to every 
Medical Assistance Office In each of the fifty states, plus Puerto Rico, Guam, 
the Virgin Islands, and the District of Columbia, Out of 54 questionnaires, 
responses were received from 32 states for a response rate of 59?.. 

A regional analysis conducted for any possible response bias showed that 
caution will have to be exerclsed ; for any generalizations or conclusions to be 
drawn from this survey as the South and West tend to be more heavily represented, 
while states In the Mid-Atlantic and Central regions showed only meager response 
rates (40% and Alt respectively). 50T, of the states In the New England region 
rospondud, while there was no response from any of the territories surveyed. 

Bearing the above cautions In mind, the findings of this survey are as 
follows: 

Four states, Alaska, Colorado, Oklahoma, and Wyoming, responded that they 
had no day care programs, and were, therefore, omitted from most of the total 
response counts. Of the 28 remaining states, the total number of programs re- 
ported was 799, but within this number, the range varied from 1 - 204. 

Only 255 (7) ( of the states fund day care through a State Plan for Medical 
Assistance, while 93* (26) of the states use Title XX funding, Including the 
seven states also using Title XIX. Title 1 1 1 of the Older Americans Act and 

enera! state and local funding were the third most popular sources of funding. 

57f, each). • ,:. 

The most frequently provided service listed by the states In their day 
care programs was nutrition (R9T.) followed by social services (86%) , Health 
services (75S), and transportation (71T). For a complete listing, please see 
attachment. 

The average cost per client ranged from $5.30 (Georgia, Title XX services 
only) to $37.50 per day for Utah mental health day care services. The mean per 
day for 26 states responding was $14.03, the median was $15 per day. 

As to the characteristics of clients being served In adult day care programs, 
the ago ranges most frequently reported were for 60>, closely followed by programs 
serving ages Iflf, The most frequent median ages reported were 75 and 7fl though 
few states answered this question, Heading the list for types of handicaps of 
clients served were mental disorders (46S). heart disease (43r,), stroke (32?.), 
and arthritis (32't). A complete list may be seen In Attachment A. 
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The number of clients served annually varied widely from 25 (Idflho) to 
2,500 (Florida), The mean for 24 states responding to this question was 595. 
The mode, however, probably reflects a more accurate picture and shows figures 
In the ZUQ's most frequently cited. Number of clients Servod at a given time . 
ranoed from 11 (Idaho) to 1,700 (Massachusetts and Florida). The moan hero was 
420, whllnthe mode showed that the categories 10-91 and lOO-.lOl contained the 
most frequent: number of observations, ■> 

Estimated population In need of adult day care pur state ranged from 
sover.il hundred (Idaho) to over 70,000 (Georgia). However, only 11 states 
report having done any kind of survey or study with regard to the need for day care 

Claims as to the number of persons who could be diverted from nursing homes 
also varied widely. Guesses ranged from 50 individuals (Alaska) to 90X of the 
potential nursing homu population (Pennsylvania). Howpver, with full funding, 
93^ of the states thought they could return current nursing homo residents to 
thoir communities. Estimations as to how many persons this would affect also 
vdrlod from the frequent response of unknown to guesses of up to 50T. of the nurs- • 
(ng home population. 

With respect to Standards for adult day care, 507, (14) of the responding states 
have standards for fuhdl/ig, 39?. have licensure standards, and 21?, have standards 
for both. 

For day care to be successful, 461 of the states listed transportation, 
25?. listed additional medical services, and 2H additional nutrition services 
as necessary service additions. 

Present barriers to tho development of adult day care were listed asj 
funding by 93X of the states, community awareness by IB*, of the states, and 
transportation and trained staff were mentioned by 14X of the responding states. 
| f. 

Per diem Mcdlca1d\relmburscment rates for SNF's ranged between $16.20 (Georgia) 
to $59.16 (New Mexico), though the average rate equalled $35.43. The ICF rates 
ranged from $14.60 (Nebraska) to $41 (Rhode- Island) with a mean of $27.52. 

Daily census of nursing home residents for SNF's ranged from 80 (Iowa) to 
17,532 (Massachusetts).- The mean was 4,794.8. In ICF's, the dally census ranged 
from 122 (California) to 28,476 (Massachusetts). Thus, the mean was 10,069.6. 
(It must be pointed out that none of these mean figures Is a very accurate reflec- 
tion of what the reality probably Is, as the response rates for this question were 
aga.ln very low. ) 

A crtst benefit analysis of day care has taken place In only four states: 
California, Connecticut, Florida, and Texas. A majority of the states reported 
having no cost benefit analysis results and only 29S report any kind of consensus 
regarding day care has been reached. 

Of the seven states providing Medicaid services In adult day care centers, 
six(6) of the states have state Issued standards and regulations that must be 
followed by all providers. Generally, AAA's, Medicaid Offices, and Review Teams 
monitor compliance. Nebraska has standards for out-patient claim basis only. 
Two states, Florida and Connecticut, are in the process of developing procedures. 
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Ton (10) states do, however montlon adult day care as a specific part of 
their Stato Health Plan and at least fivo states are making plans to try 
to secure Medlcare/Medlcald coverage for day care services. 



dWjjisjMj 

In summary, the simple fact that Texas alone has 204 adult day care * 
programs compared to only three years ago when the Directory of Adult Hay 
Care listed only approximately 300 programs available In the entire United 
States, attests to the current popularity and growth of these programs despite 
minimal Federal assistance In their development and lack of solid empirical N 
evidence as to their effectiveness, A ■ v - 

It appears from the survey that day care In this country 1s serving quite . 
a variety of Individuals with a variety of service options, supported mainly 
through Title XX and stato and local contributions, It also appears that 
finding and maintaining funding sources Is of great concern to many of the 
states and may explain why attempts to secure Modlcald/Medtcarc funding were 

often mentioned under the category of recent state developments, V- 

\ 

In a time of Increasing elderly population, high costs of nursing home 
and ICF care, It appears that day care Is currently functioning as a needed 
alternative on the local level regardless of the eventual outcomes of further 
cost-benefit analysts. 
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ATTACHMENT A 



AOULT DAY CARE 5URVFY RESPONSES 



1) Arc adult day care services provided In your State? 

28 states responded fESi California, Connecticut, Florida, Georgia, 
Hawaii, Idaho, Indiana, Iowa, Kentucky, Louisiana, Massachusetts, 
Michigan, Minnesota, Nebraska, Nevada, New Jersey, New Mexico, North 
Carolina,' Oregon, Pennsylvania, Rhode Island, South Carolina, Tennessee, 
Texas, Utah, Virginia, Washington, West Virginia. 

4 states responded NO: Alaska, Colorado, Oklahoma, Wyoming. 

32 Total Responses 

b. If so, how many programs are there? 

Out of 32 states, there was a grand total of 799 programs. 

The range was from 1 - 204. 

The median was 11. / 

The mode was 0 (closely followed by 7). 

The mean was 25. 

c. Is this number estimated or exact? 
9 states gave estimations. 

2) Mow Is adult day care funded in your State? 
Stat e Plan for Medical d Assistance (Title XIX) : 

25T77) responded Yes: California, Georgia, Massachusetts, Hew Jersey 
Texas, Washington, Nebraska. 

Title XX:' 

responded YES. 

Bo th Plans : 

25* (7) same seven above. 

b. Identify potential sources of funding. 

28 Responses 



931 


(26) 


Title XX 


57t 


(16) 


Title III 


32t 


(09) 


CETA, Titles I, II, VI • 


255, 


(07) 


Title XIX 


IB* 


(05) 


MR/CMHC, Title I, Title III 


18* 


(05) 


Urban Mass Transit Act 


18* 


(05) 


State and Local Fiscal Assistance Act 


7* 


(02) 


Domestic Volunteer Service Act 


7* 


(02) 


Health Revenue Sharing Act, Title I, Title V. 


4* 


(01) 


Title XVIII 


4* 


(01) 


Education Acts 
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<U (01) Community Services Act, Title II \ 
W (01) Housing iinct Community Development Act, Title I I \ 

(16} Mfjnt 1on#(( some sort of general state/local funding 
.16 ft (10) Mentioned private funding 

Idaho Is entirely dependent on Title XX for funding. 
California is uniny Title XVII! under Section 222, 
Oregon day care Is entirely funded hy local and private funds. 
Average of 3,f12 funding source', used per state. 

i\ How much will bp spent for Adult day care In the current fiscal 
year In your State? 

The most frequently cited sources were Title XX and Title III: 

Title XX range: $2, 99>i,605 (Pennsylvania) ■ $5,000 (Massachusetts ) "« $2 00,1.605 
Wean for 21 states: $640,300,66, 

Tltli; MI range: $226,560 (Minnesota) - $11 , /.^(Montana? * $104,031. 
Other figures varied widely, 
1) List all services provided through the adult day programs In your State. 

?JLi!5\5.P2n. ! !.?;A - 

■ M'. (25) Nutrition 

ns\ (24) Social Services 

75', (21) Health Services (see breakdown) 

Ml (20) Transportation 

6H' (19) Recreation 

OOS (14) Educational Services 

46", (13) Personal Care 

46?, (11) Referral Services 

43i (12) Counseling 

43*; (12) Physical .Therapy 

43* (12) Occupational Therapy 

39^ (11) Speech Therapy 

39^. (11) Rehabilitation 

14 1 (04) Outreach 

II* (03) Assessments 

■ 7? (02) Advocacy 

Various single responses Included: remotivatlon, chore and homemaker 

services, training and self-help skills. 

^yJ_tJLA?i!lil?iJPjPi!Ll 0 ^ 
?l_J^ejsj)onses 

43'. (12) Physical Therapy 
4K (1?) Occupational Therapy 
. 39/. (11 ) Speech Therapy 
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:i2t (0 ( .»J Nursing torvkftt 

(O'J IiKfft v ttlutil llo.ilth Plans 

2f>t t OH 1 Mint I crt 1 'iupnrvtnlon 

111^ (05) |'mttn|«ncy Services 

tot 05 Medical Consultants 

n 0? Physician Services 

ft 02 • Podiatry Servkes 

<t (01) Dental Service* 

(Tor unknown reason-j, Morldj , Iowa, and Virginia did not respond to'' 
services c|im«itl<m.J 



4) What h tho average ens t per client? 
PL'rJtyy ' 26 responded,. 

Range: $5. ,10 (Georgia Title XX services .mnly ) - $35.70 (Mental Health 

S«rvk«n In Utah) » $10»40. 

Mean; $14.01 
Median: SIS, 00 

Per^Month - 15 responded. 

Range: $4N<) (Minnesota) - $106 (Georgia Title XX) « $3fU.00 

Mean: '$2?H.73 
Median: $?0n.!j7 



Range; $6,292 (Washington) . $1,026.11 (New Mexico) • $5,265. R6. 
Mean: $2,043.46 (much of the Intonation was Incomplete 
Median: $2,544.05 

5) Mas the State established statewide admission or eligibility criteria 
under this program? IT so, what are these? 

6BI (I 1 )) states have some sort of state criteria, 
16'. (10) mentioned Title XX eligibility requirements. 
21?. (06) mentloned'Tltle XIX eligibility requirements. 
7< (02) states are In the process of developing criteria. 

6) Refers to the characteristics of clients served. 

a. Ago Range: Most frequently reported ranges were for the programs 
serving ages 60+, closely followed by programs serving ages 1R*. 

b. Median Age: Most frequent median age reported was In the 70*s 
with 75 and 78 listed most. (Only 12 responded.} 

c. Mean Age: In the 70's most frequently listed (12 responded). 



Per_ Vear 



KTHHAil O— Wl U 
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(I. Types of physical or mental handicap* ! 



43T. U 
321 09 
321 (09' 
291 on i 
25t (07 
25t (07 
2U (06 i 
Z\% 06 i 
211 06 

lax (05; 

181 05 

Ml 04 

14*- (04) 

14?, 04) 

141 04) 

lit 03) 

lit (03 

lit (03) 

lit 03 

7t 0?) 

71. 02) 

n 0? 

71 (02) 



Mental DUordor (Including emotional Impairment) 

Heart Disease 

Stroke 

Arthritis 

IMIndnosS/ Vision Impairment* 
Hearing Impairment* 
Diabetes 
Trail 

Mildly handicapped 
Deprnsslon 

Respiratory (emphysema) 
Hypertension 
Neurological Disorders 
Physical Deterioration 
Cancer 

Chronic Drain Syndrome 
Mental Retardation 
Parkinson's Disease 
Mobility 

Speech Impal rmonts 
Social Impal rmonts 
Jfonputees 

Chronic Impairments 
Epilepsy 



Single responses Included: paralysis, wheelchair patients, HCVO, 
AOL rating, restoration needs and bladder/bowel Impairments. 

e. Number of clients served annually: 

24 Resp onse s 

Range; 2,500 (Florida) - 25 (Idaho) • 2.475 
Mean : 595 
Median: 329 

Mode: 200-299 category 

Number of clients served at a given tjmei 
22 Resp onses 

Range: 1.700 (Massachusetts and Florida) - 11 (Idaho) » 1,609 
Mean; 420 
Median: 276, 

Mode: 10*99 and 100-199 categories 
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/) How many (tar ion* would you estimate to h* In imA of Adult <Uy car* 
In your state? On what Information do you base this tttlMttt 

Mean out of \l figure I offered was 14,4)6, 

II States reported having study remit*, 

») How many prion* could ho diverted from nursing ho™ oare If adult day 
tar© were fully fumted In your State? 

4. Numbers vary widely from masses of &(MO0 Individuals to claims , 
of 50 And OOX of potent!*! nunlng home clients. 

hl «« l M U i n fund !" 9 ' 0P * dult d4y " pe ' P prsons currently 

reside in nursing homes return to their own homes or communities? 

l*\iJf\l 0 i!°??!!. W ?: 0nly Utah «"»«rtrt saying In question 
Into th. c^!C! CU,t t0 "° VC M frm ■"""«*•" ^ 

50] (Uj of the States hive standards for funding. 
J9i ill) have licensure standard!. 
2U (06) have standards for both. 

10> Hl!! t ™ e » r 5 kI V,C " * uC A" trdn,l Portatlon would be necessary for 
uay care to be successful (n your State? 

46x (Uj Transportation 

25X (0^ Additional Medical Services 

2lt (06) Additional Nutrition Services 

Mt (04) Home H<?al th Services 

Ut [041 Homemaker Services 

Ut 04) Psychiatric/ Counseling 

lit (03) Additional Funding 

?t (02 Housing 

7t (02 Outreach 

7* (02) Recreation 

7t (02) Chore Services 

» (02) Telecare 

?l (02) Personal care 

» (02) Social Work 
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Other responses Included: trained staff, appropriate facilities, 
weekend support services, I and R, etc. 

11) What are the most sigrificant barriers to the development of adult 
day care as a full-fledged component of a continuum of care? 

26 Responses 

93* (26) Funding k 
18?. (05) Corrmunity Attitude/ Awareness f 
14t (04) Transportation . 
141 (04) Trained Staff 
11?, (03) Start-up FunJs 

11X (03) Client Acceptance . 
1U (03) Lack of Knowledge „ * 

77. (02) Facilities 

7% (02) Third-party Coverage - 

7t (02) Rigid/confusing Regulations 
. 7X (02) Lack of State Licensing 

Others included: philosophical differences, high per person costs, lack of 
.appropriate definitions, etc. 

12) What is the per dfen Medicaid reimbursement rate^n your State for care 



in: 




SNF 




Range : 


$59.16 


ftean: 


$35.43 


„ Median: 


534.95 


Mode: 


535.00 


1CF> . 





0 



29 Responses , 

Range: $41.00 (Rhode Island) - $14.60 (Nebraska) = $25.40 
Mean: $27.52 
Median; $26.11 

Mode: $26.00 approximately 

Other types ranged > from $15 cap on rest homes in Massachusetts to $80 
for ICF/MR's in Iowa. 

b. Average daily census of nursing home residents in your State? 
SNF 

Range: -17,532 (Massachusetts) - 80 (Iowa) = "17,452 
Mean: ^4.794.8 
Median: -2 .225 

Mode: 11,000 - 12, 000. range 
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ICF 

?_Q_ R espon ses 

^ naC: 23,476 (Massachusetts) - 122 (California) = 28,354 

Mean 10,069.6 

Median: 8,498 

Mode: 3,000'range- — 

13) Has your State undertaken an analysis of the cost benefits of adult 

?n^ C iL rC ? r ? gr f 5 , If ° ot ' has a consensus developed regarding the 
cost benefit of adult day care? 

^i .ftesponse s ^ 

Ui ! Z2 J 5tates h ^ve no cost benefit analysis 
14.. (04) have conducted analysis 
7' (02) in progress J 

43'?. (12) no consensus 

29% (08) consensus is cost beneficial 

H) oJ a adMU C L d v r rL^ Ve J"" de r e i 0ped ^ y° ur state ^ approve the operation 
of adult day care centers which provide services covered under Medicaid? 

24 Responses 

6 states have state standard/regulations that must be followed by all 
SuJ^SuJKn!: MCdiCa,d ° mCe5 ' ReVi6W Team5 mnit0r coSlfance 
1 (Nebraska) -has standards for out-patient claim basis only. 
' pro«5ures {F1 ° rida Connectic,jt > are in the P^cess of developing 

b ' 1° ^ t nf XtCMt has ad?jU day care been considered in the State 

; e?de a rly? Way ° f mCCt1n9 the }M9 ' tm Care needs ' of the . 

•3 3 P m\ llfi e ll aid i \ ,S a , 5 P« ifk part of the1r state health plan. 
32,. 09 sairi it*is only a minimal consideration or none. 

a> n. T I n, d F? n5l ' der1n 9 expansion of services or availability, 
lui ) state (Washington) has recommendations in draft. 

15) L!*ih an J r °f ent d f ve, .°P raen ts or pending plans in your State with regard 
to the development of 'adult day care services for the elderly 

23 Res ponses 

!?* /l tte, pP r ' in 9 to secure Medicare/Medicaid coverage. 

14, (04) Working on legislation for day care licensing or 

developing standards. ' . 

11V (03) have pilot projects under consideration. 
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111 (03) Attempting to develop additional programs. 

US (03) Want to expand Title XX coverage. 

7t (02) Have Long-term Care Task Forces Investigating alternative 

7* (02) Gave^aJ'care low priority and have little hope for expansion. 

Others mentioned; Virginia Institute of Adult Day Care, provision for 
start-up funds, and development of long-term care plans. 



Note: Questions having fewer than 22 states responding, i.e. 20, of the 
data is missing, must J* viewed cautiously as the valid ty and 
reliability of the remaining results becomes questionable at 11s 
point. 
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FOREWORD 



The National Center for Health Services Research awarded a Conference Grant 
to the Department of PubUc Administration of the University of Arizona to 
conduct a National Conference on Adult Day Care. The Conference provided 
a forum for discussion and debate on the present state of knowledge and 
future dir&SSmBM that should be taken. Participating in the dialogue were 



future dlrvGSaRUi mac anouxa i_a^c*i. - «**«--»— r -j — — ; 

I HScSTgrSTof researchers, practitioners and policy makers actively 
involved with or concerned about this newly emerging alternative in long- 
term care. 

The conference report on Adult Day Health Services, based on the recom- 
mendations of the Conference participants, provides provocative ideas ■ 
about the perceived role of the services, the settings in which they should 
be offered, their place in the health care system, and the role of the 
Federal government in relation to program development. The views and 
recommendation, contained in this^ report are those of the Conference par- 
ticipants, and no official endorsement by the National Center for Health 
Services Research is intended or should be inferred. 

We are particularly grateful to Brahna Trager, who translated the lengthy 
Lists of recommendations emanating from the specialized subject groupings 
in^ the well-ordered comprehensive report of the Conference findings. 

We appreciate the generosity of the Health Care Financing Administration 
in permitting Mrs. Edith. G.' Robins to continue with her role as Project 
Officer after her transfer to HCFA.' Mrs. Robins' dedicated ^ d «^iP 
coupled with her comprehensive knowledge about adult day. health services 
added greatly to the total effort. 

we thank the Administration on Aging for providing the consultative ser- 
vices of Mrs.- G. Sandra Fisher, and for supplemental financial support. 
And our gratitude is extended to the many participants who served on • 
special committees, led task forces, and shared their expertise in all 
aspects of this complex endeavor. 

in view of the growing concern- about the need to establish viable, ac- 
ceptable community-based alternative forms of care, this report, repre- 
senting the opinions and recommendations of experts, should serve as a 
valuable additional resource in the field of long-term care. 



Theodore H. Koff, Ed.D. 
Principal Investigator 



/ 
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INTRODUCTION 

Adult Day Health Care Services have become an important 
community resource. The population in need of these services 
is characterized as vulnerable / at risk , dependent or 3<*™i - 
independent , usually because of the presence of disability or 
impairment. The need arises when chronic impairment and a 
combination of physical and social circumstances threaten the 
individual's capacity to function in a personal' environment 
and place unusual and, at times, insupportable pressures in 
self-care and caretaking responsibilities on those who are 
concerned. v 

The number of elderly persons for whom advancing age 
has broug' severe disability has become significant in the 
population of the U.S. Analysis of service utilization by 
this group with its multiple needs indicates that use of the 
resources which are inappropriate and unnecessarily costly 
may occur in the absence of appropriate care. "This trend ha3 
stimulated interest in the development of community services 
which offer care, sometimes of long duration, and of good 
quality, in order to sustain personal choice for continued 
life in the community, and at the same time contain precipi- 
tously* rising costs. lounger adult's whose impairments may 
have occurred in childhood or early life are in many ways 
affected by similar pressures and have similar needs A 
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Admittedly, it is difficult to define or delineate the 
population now described as those. in need of long-term care 
since many acute care needs are also inappropriately met f and 
many chronically-ill persons require substantial care only 
during episodes of acute illness. Nevertheless, it has been 
generally agreed that the development of nOn-institutional 
community care resources has become important in an effective 
..social-health delivery system. Although three-fifths of the 
population over 65 have no chronic conditions that affect 
their usual activities, there .are almost four million non- 
institutionalized older persons in the United States who are 
severely limited because of chronic illness. Another four and 
one-half million non-institutionalized older persons are re- 
stricted in the amount or kind of activity they are able to 
perform. 1/Concern for the health status of this population has 
been accompanied by awareness that sharply rising health, costs 
must be viewed in the context of cost-quality effectiveness. 
Increases in hospital beds, in nursing home beds and in utili- 
zation of these and other health care resources have raised 
questions about inappropriate resource development and, as a 
consequence, about expenditures which may be excessive because 
care that is related more closely to need and is more, respon- 
sive to community choice is not available. 

The concept of community care systems or "networks" of- 
non-institutional services directed 'to safe maintenance of 
individuals in the community and in the personal ^environment 
has grown in theory, if not proportionately in substance, since 
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the 1950' s. Recognition of the need for continuity in care, 
services which include such resources as Home Health Care, 
Meals-on-Wheels, Congregate Meals Centers, Senior Centers and 
recreation and social programs, special transportation ser- 
vices, and, finally, Adult Day Health Care Services- is in- 
creasingly evident. These services which have developed un- 
evenly, both with respect to distribution and service scope 
in the United States, represent efforts to confront the fact 
that new approaches are required in order to provide for what 
has been described as a "community support system" — a service 
sequence increasingly necessary in planning for long-term care, 
particularly for the elderly population. Projections indicate 
that there will be substantial increases in this population in 
the U.S. by the end of this century, a factor which gives added 
significance "to" the ^terTtTal" scope' "'and~ihtansity~of "the need" * 
for new approaches. 

In the two conferences described in this report, Adult 
Day Health Care Services have been characterized as "an idea 
whose time has come." Conference members noted that "in spite 
of the ambiguities in funding and the absence of much-needed 
central resources for planning, guidance, coherent methodology 
and central leadership, there has been surprising growth in 
Adult Day Health Care programs over the last four years." In 
1974, when one of the first of the studies of Adult Day "Health 
Care Services was undertaken, fewer than ISjprograms could be 
identified in the United states. In 1977, prior to the Arling- 
ton Conference reported here, a directory of Adult Day Health 
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Care programs listed 200. By 1978, at the time of the Tucson 
Conference, this number had grown to 300, and early in 1979, 
it was estimated that approximately 600 programs of varying 
quality and emphasis were in existence in the U.S. This es- 
calating service growth within a relatively short period of 
time supports the conclusion arrived at by Conference partici- 
pants, that Adult Day Health Care Services merit serious con- 
sideration and justify their inclusion in policy making, plan- 
ning, funding and implementation of long-term care health-social 
resources in. the U.S. 
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Purpose of the Report 

This report has a dual purpose. It summarizes the pro- 
ceedings of a two-part conference grant sponsored by the 
National Center for Health' Services Research (PHS-DHEW) . it 
is intended also to serve as a resource document for those 
who are interested in the present status of Adult Day Health 
Care* in the United States as it was reflected in Conference 
discussions. 

ADULT DAY HEALTH CAKE CONFERENCE 

\ 

In September of 1977, the first of a planned two-part 
conference on Adult Day Health.- Care 'took place in Arlington, ■ 
Virginia. More than eighty people representing providers, 
planners, policy makers, funding sources and related govern- 
ment and private service fields attended. Although the title 
assigned to the .Conference was "Researchable Issues in Adult 
Day Care," the discussion ranged over *11 aspects of the field. 
In addition to a list of issues requiring clarification through 
research, the group effort produced questions, problems and 
recommendations, many of them central to the services, but not 
necessarily subjects- for research. 

i 

The second part of the Conference took place a year later 
in Tucson, Arizona. Material produced in the Arlington Conference, 

* Throughout ' their development there has' been considerable var- 
iation in the titles assigned to the services. This has contrib- 
uted at times to misunderstanding of their content and purpose. 
The title, Adult Day Health Care , has been considered accurate 
and descriptive and is; used in this report.. 
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because of its range, seemed to ca!2>for a more focused effort. 

The format of the two conferences differed somewhat. The 
Arlington Conference heard presentations byXproviders repre- 
senting different service emphasis' and patterns of service de- 
livery. Speakers also discussed major areas which are of con- 
cern to all service programs. This was followed by small group 
discussions, following the nominal _group process , in which issues 
were ranked in the order of importance. 

The Tucson Conference assembled a small group (nine raem- 
bers) representing different service specialties. This group 
reviewed the materials produced at Arlington and discussed in 
greater depth key areas of concern to those involved in Adult 
Day Health Care in any.capacity . The goals of the discussions 
were intended to produce a document which would enhance the 
development of this relatively new care modality in the United 
States. 

Focus of Conference Discussion 

Because of the nature of the services and the level of 
their present development in the United States,, clear defini- 
tion of the subject areas presented in the Conference was dif- 
f i -ult. There was a good deal of overlapping in discussions 

he subject areas. It was recognized that a variety of 
factors might condition or affect the establishment of ser- * 
vice purpose, of service emphasis, of the manner in which 
programs are organized, administered and delivered — the most 

- 2 - 
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important being the effect of, funding and reimbursement 
sources on all areas. 

The Conference discussions did; however; clarify man 
of the ambiguities which appeared to obscure elements con 
sidered common to all service programs. .Information con- 
cerning the field in its present level of development and 
indications about future' needs and future 1 development emerged. 
Two subject areas appeared to be of overriding concern arid 
interest: CD the "models'* concept which has been prevalent 
in Adult Day Health Care/ and C2) the present funding situa- 
tion as it affects the development of Adult Day Health Care 
as an appropriate care modality in the community care continuum. 

Other discussion areas dealt with planning, organization 
and administration, delivery patterns (free-standing? multi- 
site; networks)., -and common areas^such as staffing, training, 
quality assurance, and the. virtually universal problem of 
transportation. 

Conclusions which evolved from the discussions were in 
all cases tentative-; the field is still too new to justify 
absolutes in any area of the services.' Nevertheless, certain 
principles and convictions do appear to have a certain ring of 

"for-now-and- for- the- future-as -well Primary among these was 

I 

the principle that Adult Day Health Care is not a single ser- 
vice but a range of services provided in a variety of settings 
that represent part of the community care continuum, inextric- 
ably bound into the community support system — and that Adult 
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Day Health Care is a modality which offers an as-y at -unrea- 
lized (on a national scale), but invaluable, new resource to 
vulnerable populations for whom there is at present no care 
resource or none as potentially effective. 

v ADULT DA* HEALTH CAHJS H MODELS " 

Many communities searching for a way of describing, 
limiting or defining thoir Adult Day Health Care Services 
have used the "models" concept which has ovolved in the 
United States. Providers have tended to use the "^odels'^/ 
category or to have a '"models" label ' assigned to their pro- 
grams in order to Indicate primary service emphasis, target 
populations and/or service combinations provided. 

Categories which were developed initially classifi*-/ 
centers as "Restorative",- "Maintenance" and "Social." A 
fourth category 1 was classified as "Mixed" usually hyphen- 
ated to describe such combinations as "Health-Maintenance" * 
"Maintenance-Social", etc. 

The 1978 Dirrc^ory of Adult Day Care Centers provided 
a guide for users which described three of the four models: 

Pr^crams are classified as Restorative, 
Maintenance, or Social on the basis o N f in-, 
formation at hand- N - 

Restorative programs are those 
offering intensive, health-supportive ser- 
vices j prescribed in individual" care plans 
for each participant, where prescribed, 
therapeutic s&$rv.Lces are provided on a 
one-to-one basis; constant health monitor- 
ing and psychosocial services are an integral 

- 4 - • 
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part of the total program* Participants 
in the Restorative Adult Day Care program 
ultimately are discharged to a setting 
where less intensive services are provided, 

* b. Maintenance programs are those 
with the capability (in terms of health 
professionals on the staff and appropriate 
facilities and equipment) to carry out a 
care plan for each participant* Services 

include health monitoring and supervised 

therapeutic individual and/or group acti- 
vities, in addition to the psychosocial 
servioes. 

/ 

c. Social t . agrams are those in which 
prime emphasis i on activities and lunches 
provided in a putected setting by a staff 
that does not include health professionals. 
In many instances, Social Day Care programs 
arrange for the delivery of health or health- 
supportive services outside of 'the Day Care 
setting and provide transportation to such 
services,* 

' \ 

These classifications have not been considered defini- 
tions. Guidelines for project grants funded under Section 
222 of Public Law 92-603 mandating demonstrations and exper- 
iments for the purpose of testing Adult Day Care and Home- 
maker Services, described "a program of services provided 
under' health leadership in an ambulatory care setting for 
adults who do not require 24-hour institutional care and yet, 
due to physical and/or mental impairment, are not capable of 
full-time independent living." The programs were to be di- 
rected to "meeting the health maintenance and restoration 



•Programs listed in the 1378 Directory classified themselves: 
9 as Restorative programs; .138 as Social programs; 72 as Main- 
tenance programs. 35 programs classified themselves as Mixed 
Maintenance-Restorative programs; abcut 12 as Mixed Maintenance- 
Social programs. Puerto Rico summarized its services ^es total- 
ing 65, of which one-half provided meals, recreation and other 
services usually considered standard for Social programs. 

" - S / 
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needs" of participants aa well as .providing socialization. 
Thay could 3erve either short-term or long-term need. Staff- 
ing required in ; the demonstrations included nursing; reha- 
bilitation (physical therapy, occupational therapy and speech 
therapy) and provision for personal care; nutrition and social 
work services. 

(This description of demonstration requirements resem- 
bles the Restorative model of Adult Day Health Care. As in 
many Adult Day Health Care centers, this resemblance was a 
matter of degree in project sites. There was a wide range 
in service intensity and in population characteristics in the 
projects. ) 3/ 

In a report of a 1973 study of Adult Day Health Care, 
two "models" are described: 

Model I or Day Hospitals were described as "having a 
strong health care orientation which exclusively sought to 
provide physical rehabilitation as' a treatment goal... in 
its most health care-oriented form, it provides rehabilita- 
tive care to a selected group of individuals who show poten- 
tial-for improvement. . .In its less health care-, more so- 
cially-oriented form (Model II or Multipurpose ) , some pro- 
grams eschew all but superficial health observation or 
custodial supervision and instead emphasize social inter- 
action. . .Others my serve disabled populations which show 
little potential for rehabilitation but who require health 
supervision, custodial supervision, nursing services, 

- 6 - 
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assistance in activities of daily living-, recreational therapy, 
social interaction and transportation . "4/ 

The Restorative Model* 

A restorative center is described as oriented to patients 
who are ."in need of extensive rehabilitation— -who would be 
in a skilled nursing facility if the center services »■ 
not available; who can be returned to self-care or shifted 
to lower-level services within an established time period,** 
It id 3-cal-oriented and time-limited (3%-4 months) , 

Centers which emphasize rehabilitation or :storation 
follow established patterns: in initial assessment in or- 
der to determine the participant ' s potential for achieving 
treatment goals; in provision of established treatment 
regimes; in review of plana and progress at established 
intervals. They tend to accept a higher proportion of 
wheelchair patients who are in the younger age ranges and 
maintain a relatively, high staff-to-patient ratio with 
great*? emphasis on the services of health professionals 

health care services. CThe ifrans -Century Report 5/ 
(ted that these centers aoxveffl a relatively large 
f£~-d£ of stroke patients with multiple chronic conditions.) 



# Tfc# ejcarspi.«tjt described are those presented at the Arlington 
Conf arose ' *i»Ay do not necessarily describe all centers 
wMeh. oa.ry similar titles, 

-7- 
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The Maintenance Model 

An example of the Maintenance ir.o^al is described as 
"not as staff intensive' as the Restorative model* M\ 
participants, have «r, 1r * 4I ajv*esit:\ent . Reassessment of 
those in maintenance s based on the expectation that 

service will be extorr over longer periods of time than 
those in the rest " at.' . level. Maintenance services em- 
phasize i >/ializ*' - reality orientation, recreation, 
podiatry* 7he center uses the services of the Volunteer 
Improvement Program, drawing from its own clientele for 
volunteer services. (.This service combination was des- 
cribed in the program example at Arlington; it may differ 
in other centers. I 

The Social (or Psycho-social) ,Model 

-The example described is a center located in a retire- 
ment area. Originally established as a multi-purpose senior 
center intended to provide relief for families in which 
there is an' elderly family member, within l*j years the pro- 
gram evolved into a free-standing Adult Day Health Care 
Center. Its population is largely in the very elderly C84- 
96 age range) , and consists primarily of people .who Live 
alone in hotels or small apartments. The major emphasis is 
on socialization. The program objective is to keep people 
in the community as long .as possible. Mb direct -health ser- 
vices are provided, although an RN directs the program and 
makes an initial home visit for assessment purposes. The 
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group procuas ii used * » v ; and effectively at the 

center, And participants k .< * large part in determining 
what the center program will be. 

The * Mode Is* Approach 1 

* number of queationa were raised concerning the cate- 
gorization of centers, the "models " approach and the clans! 
fication of the population- served to fit these categories. 
These questions have been raised elsewhere and have been 
the subject of considerable discussion: Do these discrate 
categories fit the real service needs of populations_in_ 
which there Is a h igh incidence of impairment and disability 
with considerable fluctuation, both upward and downward of . 
individual health status? Movement to different levels of 
care may be required frequently and problems may arise when 
services in different ■ combinations or of different inten- 
sity are not available under the same roof. It was suggested 
that the "models'* concept might ■ be considered an effort to 
skew services to funding sources - to provide services which 
can be reimbursed and/or to label them accordingly. The 
real difficulty which has led to service categorization 
might be found in inadequate funding and in the absence of 
a clear definition of the services.-' On the basis of pre- 
sent knowledge and experience, it appears that these arbi- 
trary labels do not accurately describe the field of ser- 
vice and the population in neod 3 f Adult Pay Health Care. 

- 9 - 
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A more effoctivo approach requires anavers to tho 
queationa, "Who is Adult Day Health Caro intended to serve?" 
and "what are its program goals?" While these questions 
cannot bo answered definitively at this time/ they can be 
dealt with\ln a broad framework which establishes the para- 
meters of- Adult Day Health Care. Areas requiring further 
enquiry and research can be delineated in order to clarify 
what should or should not fall within these parameters. 
There is, moreover, \ body of knowledge available to the 
field although iz may not yet V - generally formulated. 

Regarding the first question— the target population 
(Who is Adult Day Health Care intended to serve?) . Poten- 
tial consumers for whom Adult: Day Health Care is appropriate 
may be found in the following population groups: 

- the physically disabled or impaired elderly 

- the disabled Cyoung/ old, long-term, short-terral 

- thu developmentally disabled (young, old, with 
varying severity of disability! 

- all adults who have mental health problems 
associated with physical 'mpairmentj 

The term "Adult Day Health Care" appears to establish 
tho services as limited to adults and/or to the elderly. 
The younger age group for which Day Health Care programs 
offer many of the same services requires programs with / 
emphasis on the special needs of children and young adults. 
The tar vet population for adult services, therefore, in- 
cludes the following groups : 
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- tha developmentally disabled over the age 
of 21 

- adulti who are disabled as a result of trauma 
(stroke, accidents and other disabling events) 

- the disabled or functionally impaired elderly 
(this grouping was cited as one which ii 
numerically large) . 

- The 'circumstances of need may vary considerably. Vari- 
ous combinations of need .are found in all three subgroups-— 
developmental disability, disability as a result of trauma, 
and disability which is the result of single or multiple 
chronic illnesses occurring as an adjunct, to or&s by- 
products of the aging process) . 

All of these populations could be considered potential 
candidates for Adult Day Health Carr. Whether adn< : a.; 
and appropriate services are developed , however, depends 
upon policy and funding. (.The terms "adequate" and "appro- 
priate" are meant to qualify consideration of potential ser- 
vice use.) 

Functional status within the three groups is considered 
a primary factor which qualifies potential consumers in the 
population for Adult Day Health Care. Functional status 
is further qualified by additional criteria: 
. - the intensity of the disability 

- the quality of the disability. 

Intensity is classified aa minimum , moderate and severe 
along the scale of semi-independence to dependence in func- 
tional capacity. 
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quality, of disability aa it relates to function is 
•intended to describe tho nature of the disability as it 
may affect special needs for care (related to factors 
which limit program capacity to provide needed care— 
incontinence, wandering, destructive or unpredictable 
behavior).- -• ■■ 

Linked to functional factors, and intimately related 
to them in assessment of service need, are adequate living 
arrangements the quality and availability of an effec- 
tive personal-support system. 

The presence or absence of people in the 
home is not true indicator that there is a 
reliable resource in the home. For example, 
the preserve, in the home of workingAdults or 
children who are also disabled or otherwise 
limited in caro-taJcing capacity may not con- 
stitute an adequate resource . The term adequate 
implies a reliable environment in the broadest 
sense. 

The combination of functional disability and limita- 
tions in the personal support system comprises major elements 
in the criteria which identify the potential population for 
Adult Day Health Care services. 

A third iactor the need for preventive services 

was related to broad objectives in programming. Preventive 
intervention in order to- control deterioration and excess 
morbidity is a general objective;, it may, however,* estab- 
lish the need potential in selected population groups. Ster 
eotypes which assume that "progress" in care is an absolute 
measure of program success and that the "outcome" of "goal- 



- 12 - 



/ 184 



oriented" treatment will invariably 'achieve restored func- 
tion may, in fact, ignore subtle procooses which are also 
4 measure of success. Such assumptions may affect com- 
munity expectation* and community support and deprive 
potential users of substantial benefits which cannot in- 
variably be related to conventional measures of "outcome." 

Mental Health Problems 

Adult Day Health Care as a resource when mental health 
problems are present is affected by a variety of factors; 

- The extent to which a center emphasising a 

s .vice mix (and a variety of problems in its 
c: lsumer population) is ahle to integrate dis- 
oriented participants in the ser-'-re group. 

- The impact of people with mental health problems 
on attitudes of other participants. 

Providers present a variety of attitudes and responses: 

- Given a limited number of places in the center, ■ 
the best use of both' staff and facilities may be 
to allot those places to people who fit most 
closely into the center program. Although ohii- 
osophically it may be desirably to have a center 
serving various diagnostic groups and various 
levels of need, it may become impractical an d 
detrimental to the center programs to accept 
groups whose care needs do not parallel those 

of the larger participant group. 

- Where there is a service mix and flexible ad- 
mission policies, it is quite possible to accept 
and effectively serve people from mental hospi- 
tals or with psychological problems and to see 
positive results from their exposure to the 
center program. The proportion of such parti- 
cipants jhould not be too high; it may also 
depena upon the composition of the total par- 
ticipant group and staff willingness and capacity 
to accept and serve such participants. 
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- It Is poasibl* in a multi-aorvico cantor 
to accept and torvo a very wido variety of 
disabilities. With respect to organic brain 
ayndromo, behavior of the individual is of 
groat importance. People who are very con- 
fused and' disturbed, or who are aggressive 
and destructive, or who have other problems 
which present difficuties in management such 
as a tendency to wander, may require, a spe- 
cialized service program-— one that is more 
stable and routine which might bo less stim- 
ulating and productive for other-participants . 

- Staff attitudes and the attitudes of other 
participants Capprehenaivenoss , depression! 
may affect the capacity of the center to 
accept and effectively serve this group. 

In a multi-level service center, too large 
a number of any one disability may affect 
the service balance. It is possible, how- 
ever, given adequate staff and facilities, 
to develop sub-group activities for some* 
portion of the participants, utilizing the 
/ core services for special needs as thay be- 
come appropriate • 

Problems arise when attempts are made to define the 

potential population in terms of mental health and/or 

mental illness: 

- Serious questions arise when attempts are made 

to distinguish between candidates for the psychi- 
atric day hospital and those for whom Adult Day 
frMlth Care would be most appropriate- . There 
is a great deal of mislabeling in the mental 
health field, particularly in the older ago 
ranges. Deoression, apprehensiveness, anxiety, 
forgetfulness. and seemingly marked dislocation 
in "normal" interaction may be the results of 
social isolation, limitations in physical func- 
tioning and trauma resulting from life style 
changes, in many of these situations, skillful 
assessment and treatment have produced marked 
reversal of seeming mental illness or organic 
brain syndrome. 

- A distinction may also be made between mental 
illness without physical limitations and mental 
healthy problems with, associated chronic illness. 
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("X don't know of anyone who ii chronically 
disabled who does not havo a montal health 
problem. ") 

Arbitrary oxcluaion of participants with mental health 
problama it neither feaaiblo nor deairable. Problems of 
overlapping health, social and psychological status cannot 
be resolved by attempting to establish discrote service — 
programs for each diagnosis. Distinctions can best be 
made by developing admission criteria in individual cen- 
ters when purpose, staffing and service scopo determine 
what groups can be effectively served. Sqch criteria are 
clearest when problems in behavior present overwhelming 
management and treatment problems (bizarre behavior which 
is upsetting to the center group; destructiveness , etc.), 
or when, on the other hand, they appear to be* reversible 
or manageable ithin the scope of the service program. 
Diagnoses which may have arbitrarily assigned participants 
to such categories as chronic or organic brain syndrome, 
senile dementia, and all the various psychologically des- 
cribed personality states require careful assessment and 
service trials to determine their accuracy and the appro- 
priateness of center services. 

"We have all seen some of the most Impressive func- 
tional gains from people who come to the center from mental 
hospitals. They are in the center, however, because the 
basic need is for physical care due to functional problems 
/as well as social need." 
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The Potential Population Defined 

A description of tho populations for whom AduU Day 

Hoalth Care could bo appropriate and tho general goals of 

tho services la possiblei 

Adult Day Health Care Services are moat 
appropriate for dopandont and semi-independent 
individuals whoa* phyiloal and psychosocial 
needs have baan assessed in depth by a qualified 
multi-disciplinary team of professionals who 
determine that effective services may be planned 
for the individual and family. Service objec- 
tives are to restore and/or miJLnut?. optimum 
health and functional status. Pritfa..-y quali- 
fying criteria are functional impairment or 
disability, qualified by the level and quality 
of such disability combined with or interacting 
with the availability and quality of the per- 
sonal support system. 

Adult Day Health Care is based upon a generic concept.. 
There is room within the general framework for considerable 
elasticity in different programs with respect to selection 
of participant groups and the emphasis in the service program 



Delivery, patterns in Adult Day Health Care vary. Tin* 
standing centers may be single units in a given community. 
Services uay be provided by more than one unit, each under 
separate auspices independently administered. , 
• Service delivery patterns have also been developed 
which reltf on linkages of different kinds: 
Satellite Programs 

The multi-site or •satellite" organizational 'pat?.r;;i 
is described as a chain of community Adult Day Health. Care 



PATTERNS OF SERVICE DELIVERY 
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canters centrally administered but strategically placed in 
neighborhoods from which the" participant population is 
drawn* • 

\ The example described at the Conference consists of 

six Adult Day Health Care Centers. It has the following 

characteristics: \ 

-Responsibility for planning and evaluation 

is placed in a central office serving several 
/ service units in the community. 

- Administrative 'services, budget and billing, - 
purchasing, supplies, food, etc. axe provided 
centrally to all units. 

- Standards and program monitoring emanate from 
the central office for all' units. 

The central office also: 

i 

- Employs coordinators for the centers. 

- Provides rotating specialized, staff (physical 
therapy, occupational therapy, speech therapy 1 . 

- Provi4es training and staff development programs. 



- Schedules transportation 



for all centers. 



t - Applies a staffing pattern which includes for 
each 'center: 
A' coordinator 
A professional counselor, 
A nurse 

t r A social worker / 
Paraprofessional staff 
Staff (physical therapy, nursing treat- 
ment and other professional services).. 

- Serves population which includes all levels of 
ability and all atfo ranges, (rive of the centers 
serve participants who are sixty years of age 
and older; one servos the disabled in the younger 
age ranges I . COf the 115 participants served 
daily, 30% are in wheelchairs.) All levels of 
disability are served in all centers. 
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- Offers services which, include a typical range 
of services provided by staff teams. CProfes- 
sional services provided by the central office 
are scheduled in proportion,' to the treatment 
needs of participants at each site*). aw 



• Provides well-developed transportation system 
which serves the participant groups in. all 
centers and which also provides for special 
needs (physician-clinic visits, shopping and 
recreational transportation). 

The example described is considered very efficient. 
Its. advantages include maximum use of staff and transpor- 
tation, provision of community-wide services which are uni- 
form in quality and adapted to the neighborhoods in which 
the centers are placed, and great flexibility in- staff as- 
signments.. The center staffs are highly motivated and ' 
carry full responsibility for the 'quality of their pro- 
grams. Each' center is responsible for its own intake, 
assessment and care planning., The central office inter- 
venes only to monitor standards and provide assistance as 
necessary. ' v 

Satellite programs are not common. Their organization 
requires an integrated effort in community planning and 
support and a commitment to general service availability 
and standard service quality. Advantages in coordination 
are. accompanied by an understanding by staff, participants 
and community of the goals of the community program. 

Network Programs 

These programs are usually planned and organized at 
the state level. The programs which operate in different 
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.communities may be- dissimilar in some respects but have 
certain common elements and are dependent upon central 
planning* 

An example of a state network contains 16 centers 
throughout the state. Services and staff are planned on 
the b*ais.of tip following assumptions! 

- Older people have multiple problems and cannot 
be divided into target groups or disability 
areas; anyone the centers might serve in this 
age group is likely to have problems in more 
than one. area.' _ J , 

- There is a need for participant "mix" in order 
to provide for interaction. People .who era 
severely disabled physically may have no psycho- 
logical limitations; those who have psychological 

' limitations may function well physically. Em- 
phasis on the help which participants are able 
to give one another as part of the total treat-, 
ment program is necessary. 

- People with multiple difficulties require a , 

' team treatment approach. The concept of models 
is not accepted' because it tends to*separate . 
groups. Participant status at entry and changes 
in different areas of need may occur at different 
♦^Tn*« in the course of treatment.' 

- Authority for care' belongs with the participant 
who makes the decision about care plans which 
will best meet his needs. Case records are 

. open and available to the participant. The 
services are goal-oriented and emphasize par- 
^ ticipant autonomy. 

- The concept of the team approach is developed 
with the coordination of a "team manager." rather 
than a physician as a means of encouraging inter- 
action. * The community support systems vary. .In 
the beat', the center staffs work, closely with 
public health nurses, Home Health Services, ' Meals- 
on- Wheel s, etc. 
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Development of network! of Adult Day Health Centers — 
throughout a state or portion of a state or region baa 
advantages. The staff which is responsible for sarvioe 
quality develops' considerable expertise. .Admission cri- 
teria/ services and administrative practices may be more 
consistent and equitable, and participants who meet cri- 
teria .in one center may be more . readily accepted in a 
center in another .geographic area of the. network when 
. necessary. The standardized and consistent service pattern 
increases public understanding of the 'value and availabil- 
ity of the services. Standard procedures for reporting, , 
data collection, guidelines which assure quality are" more 
readily developed and increase accountability. - 

PLANNING, ORGANIZATION AND ADMINISTRATION 

Planning, organization and administration in Adult Day 
Health Care Services have been profoundly affected by the 
absence of broad public policy with "respect to these ser- 
vices as well as to all resources for long-term care. In- 
consistencies in national and state action have impeded 
consistent service provision. 

.An important aspect of this absence of national leader- 
ship and of coherent planning has been the prevalent com-, 
plexity in the array of funding sources, differing reimburse' 
ment methods, differing eligibility and service requirements 
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throughout the field, The need in theae areas of esaan- 
tial' national polioy— funding and program development — 
aa reflected lirtha need for parallel efforts' at tha state and 
local levels was exttMivaly diacuased In conference sessions. 



Planning 

Effective planning for Adult Day Health Care Servioea 
at the national, atate and local levela ia dependent upon 
the recognition of theae aexvicea aa a part of the oare 
continuum - an eaaential component in a much-needed network 
of community aexvicea, ' This in turn implies a perception 
of the need for other componenta in the community network, 
without which. Adult Day Health Care cannot function adequately 

Planning efforts should not be baaed upon the concept 
that Adult Day Health Care is exclusively or .primarily an 
•^alternative to institutional care," an idea which ia dif- 
ficult to eradicate in many policy-making and planning 
efforts Cand in planning efforts for other needed community 
services such aa Home. Health' Care, Homemaker Services , and 
special-needs transportation) . 

- It ia k great .mistake to sell Adult 
Day Health Care of any kind as an alternative to 
institutional care, Undoubtedly, if Day Care were 
fully developed in a variety of models, aome people 
could' atay out of institutions. Most of the people 
who would be helped by Day Care, however, would not • / 
> have any services at all without Day Care and they 
need theae services desperately. If we sell the 
services as an alternative to inatitutionalizat^on, 
policymakers and' legialators will have unrealistic 
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expectation* and Will "be disillusioned. Day 
Care should be sold because it is a good program 
in all of its manifestations,' and not as the 
mythical, magical alternative to institutional- 
, isation, 

The alternatives issue was discussed from many aspects 
The dangers of the "aither-or mentality" in planning was 
stressed,' Planning for Adult Day Health Care should be 
unrelated to planning for institutional beds, 

A sharp distinction should be made between misguided 
efforts to develop the services as alternatives to institu-" 
tionalization for cose containment purposes and a planning 
approach to the provision of day care services for the pur- 
pose of reducing inappropriate use of institutional and 
other . resources. Provision of Adulb~Day Health" Care Ser- 
vices will strengthen community systems, increase options 
for the community and widen the range of choices for indi- 
vidual cons,umers. The choice of services should be appro- 
priate to the need, A wider range of options ensures such 
appropriate choice. 

Planning must take into consideration the target 

\ 

population and the range of needs that it is possible for 
Adult Day Health Care to meet. Planning decisions are 
biased upon the relation between these. Within, the .broad 
/framework which may emphasize or combine different Levels - 
i of care, service combinations and different approaches to 
Ssexvi^erauration, it is essential that, planning "avoid non- 
purposeful centers where people are just dumped or' accepted 
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with no agreement by the staff, participants, tha family 
(or tha planners) on what tha axpaotationa and goals are." 

"To plan for Adult Day Health Cara services, tha 
goals of tha aarvioa must ba recognised by tha planning 
constituanoy. Tha establishment of (community) '!need for 
tha services within tha array of community resources which 
ara conaidarad aaaantial requires that specific functions 
ba olaarly defined. Tha identification of tha targat pop* 
ulation. . .will halp clarify tha need for services. Dasig- 
nating tha intake criteria will halp to display how tha 
service fits within the. . ..support system. " 

An example of a planning effort stresses, key elements 
which are essential to service developments 

- Planning Stage - Reviewing the Field 

Prior to opening the Adult Day Health Care 
f Center program, specialists on aging visited 
Adult Day Health Cara Centers throughout 
the region and tha U.S. and spent one year 
in the planning, stage. They were concerned 
about the. types of services they should 
offer, the types of facilities in which the 
centers should be housed, and tha method 
to be used to transport participants to the 
centers. . 

- Developing Community Support 

Since the concept is a new one, a large 
group of community representatives (health 
care and social services providers and others 
with knowledge and interest in community 
services) was organized. Community support 
was therefore available -to the planners. 

- Establishing the Purpose .. 

After considerable discussion concerning 
population need, three major purposes were 
developed: 
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1. To improvs And maintain the parti- 
cipants 1 laval of physioal, social 
and .emotional function* 

2. To prevent or delay institutional 
cara by providing a reeource which 
could anabla tha participant to 

. live at horns, 

3. To provida relief to' ralativas .who 
axa employed t or who may ba required 
to provide continuous \ care to a dis- 
abled family member, 

- The Population Served 

1. The center serves a population of which 
80% of the participants are living in 
families in which both adult spouses 
(in tha family) are employed. Situa- 
tions in which the participant lives 
only with a spouse are those requiring 
care which cannot be handled by the * 
spouse. y . 

2. Most participants have severe physical 
impairments and many are on medication 
(30% in wheel chairs - 25% in walkers). 

3. Most .participants require special diets. 

- Services Provided 

1. Social and recreation activities. 

2. Nursing and personal care including 
preparation and administration of 
medication; supervision of activities 
of daily living; supervision of per- 
sonal hygiene. 

3. Rehabilitation (only when reimbursed! • 

4. Social work - counseling and group work 
i. with participants and family members. 

i 5. Nutrition services. 

6. Emergency services. 

7, Specialized transportation for all par- 

ticipants to all centers and. to other 
community resources. 
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8. A Work Activity program tshsltered, 
paid employment) , 

- Setting 

A dacision wti made that haalth facilities 
would provida tha bait settings baoauia thay, 
ara barrier-free, have kitchsn facilities, 
availabla therapy, ipaoial bathing facil- 
ities. All oantari ara houiad in nursing 
• homes, but maintain thalr own staffs and 
&ra administratively laparata from tha in- 
stitution in whioh thay ara houaad. 

- Projections 

Planning anviiiona a lanlor cantar and a 
nutrition oantar laval of sorvice ai wall 
aa movement in tha eora program toward 
greater aaphaiis on msdioal larvloaa in ordar 
to provida for graatar continuity. This 
would alio lay tha groundwork for Madicald 
reimbursement, and an aura futura sligibility 
for participation' in a national haalth in- 
luranca program. 

- Special Aapacts 

Transportation 

. Participanta ara tr&niportad to othar community 
rasourcaa includad in tha cora plan in ordar 
to avoid tha inatitutional "set" which can 
davalop in day oara and stimulate broadar 
contact with tha community, Traniportatlon 
to and from tha cantar and for othar purpoiaa 
ia contractad for with a apacializad trana- 
portatlon system. Thara ara two ipacially 
aquippad busee for aach of thraa centers and 
all participanta ara transported, No parti- 
cipant ia raquirad to spand more than 4S 
minutaa in travel. 

She It arid Work 

The work activity program ia provided through 
an arrangement with a iheltered work program 
. in a rehabilitation center and has been an 
important center resource. About one-half 
of the center participants who have been in 
the work activity program ultimately go to 
a relatively full-time sheltered work 16 hours 
a day) in which they earn a small income. 
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"Planning coquires not only goal identif ication, 
definition of service modality, And designation of the 
target population! but alio a description of proposed 
implementation including funding and a method of evalua- 
tion or monitoring* Tho implemontation process should 
indicate the physical facility to bo used, the manpower 
required to itaff the program, and the availability of 
both. A realistic description of anticipated funding 
sources should include steps taken and clearances obtained 
which will assure funding of the proposed budget. * 

Great stress is placed upon the importance of the re- 
lationship of Adult Day Health Care to other services . 
Community support is stimulated when important referral 
points are identified and reliable arrangements are made. 
This was described as a "marketing" or "packaging" .approach, 
and emphasized concrete planning, for example , it is im- 
portant that the community not be misled by casual assur- 
ances that referrals will come from hospitals unless there 
is a realistic expectation based upon transfer Agreements 
and similar arrangements. ' A major element in planning is 
a systematic and continuous process of mutual edi cation 
between refer rer and referee. When valid referral sources 
and referral procedures have been established, tpere must 
also be a realistic understanding of what the services can 
and cannot offer. Interpretation of the services and their 
purpose ensures appropriate use of the services. The 
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long-tarm cara naada of tha population art fraquantly ao 
praaalng that thara la a tandanoy by rafarrar to "dump** 
problama on availabla raaourcaa, fraquantly without ra- 
faranoa to thair uaafuinaaa* Thia ia a partibular dangar 
In Adult Day Haalth Sarvicaa unlass thair praolaa function 
ia undaratood. 

Clarity in praaantatlon 'of tha aarvloaa and thair 
potantial. may affact community aupport algnlfloantly. Tha 
stata, tha community and tha opnaumar may hava varioua con- 
oaptiona of tha maanlng of auoh tarma aa haalth , raatoratlon , 
* nd £££i*i t ba liaifead in thair understanding 

of tha provisions in laglslativa, ragulatlon and funding 
aourcas. Such miaundaratanding can laad to unraallatlc 
axpactationa. 

Support from daalgnatad planning groupa and group* 
whoaa mambarahip or conatltuancy may ultimately banaflt 
from tha davalopmant- of Mult Day Haalth Care Bervicea la 
essential - Haalth Systems Agencies, Area Agenciea on Aging, 
mantal haalth and mantal ratardation centers, and aimilar 
programs play an important part in anhancing iervice da- 
valopmant. Thair involvamant will anaura integration of 
thia aarvica in tha community ayatam and incraaaa undar- 
standing of its placa as ax^' important unit In tha long- 
tana cara sequence, broadaning the range of availabla op- 
tiona IDay Cara, Day Hospitals, Respite Cara, Homa 'Haalth 
Sarvicaa, Sanior Centers!. 
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ORGANIZATION AND ADMINISTRATION 



Considerations which affect orgtniittion And admin- 
istration of tha services in addition to those riUtid to 
limitation! in public policy were , identified and consoli- 
dated into thraa major subject areas. 

- Service combinations* thair efficacy in aaxi- 
mi line resources and meeting consumer nseds/ 
the effect of ttata coordination on promoting 
lerviceej manpowar considerations. 

- Oavalopmant of naadt Msesamant methodology, 
relationship of site selection and population 
naad to continuum of care* and impact of eli- 
gibility itandarda on utilisation • 

- Promotion; development of acceptance of Adult 

Day Raalth Cara as a modality of service dalivary. 

"In tha human services arana thara are... two classic 
questions whichj ara continually bain? balancad in shaping 
public policy ... t Row can resources ba maximised?/ and, 
How can tha naadt of potential clientele ba mat?. Our 
collactiva oxpexi^ences would probably suggest that tha ques- 
tiona ara f raquantly not claarly \articulatad or answered 
vary systematically. Ona way of characterizing. . .it by die** 
crata populations (i.e. physically Impaired. . .handicapped. • . 
mentally impairad. . .by Laval of naad). Anothar approach 
might ba tha functional laval without 'regard to discrimi- 
nating among client populations. In this array* particular 
clusters of professional staff would ba elements of tha 
continuum. • .different day care programs would take on the 
characteristics of tha staff but sarva a variety of clients. 

I - 28 - 



2 > * 



200 . 

"Wtiat is suggested . here is that policymakers should 
work from an optimum continuum of care to an agency struc- 
ture that will be^t' support it , rather than the reverse..." 

- Federal-State organizational structure affects .pro- 
grams afcr^the local level: 

* ■ • * • " 
"When a poorly-perceived program is funded from the 

* ,.' 

Federal level , the state implements it in whatever way is 

most convenient. Consequently, the service end whicl^has 

had no impact on the first two* decisions is forced to 'make 

, do 1 wit&i what is." 

/ - ■ ■ ■■■■■ ■ ' ; ' 

Problems ire multiplied^in the field at the delivery 

} ..■■*, 
'level and there t is no central point at- the Federal -.level 

from which assistance c^i be obtained. . 

"The field!; is' begging for some help in the areas., of 

organization and administration. [Providers} receive liter* 

ally^ hundreds of calls and letters asking for help with such 

questions as : >F s \ ■ , 

• / ' .. • •'• ■ - . •' 4 . „ 

/ . How did you get ADHC written into your plan? It " s 
not a recognized service.' How did you get' funding? 

How are problems with licensure dealt with?" . 

i Guidance is not available at any point in the Federal 
structure, although by now there is a considerable accumu- 
lation of information which could be' assembled and made ■ 
available. 

One of the best possibilities, if initiatives for inte- 
gration at tije Federal' level are an unreal i a tic expectation, v * ' 
will _be a movement to organize' the field (providers , state 
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offices, constituents, planners) to. push for. assumption of 
responsibility by the paf^^ 

In whic^the problems in Che field"^^e>be5tjijnderstood. 

This central focus is needed in policy, program^ imple- 
mentation, and in the, crucial area of financing, in which 
the states are new the recipients of ctisorganizeo^ rundi^ 
which then affects organization, acbdnistration and, ailtiL- 
mately, service effectiveness at the delivery level. . It 
was recognized that: while the variety of pressures at the 
Federal level could affect the choice and ultimate effec- \ 
tiveness of such a focus, it offers the best possibility 
for integrated effort. The demand for inclusion .of- both 
health content and social content in-service provision 
accurately reflects the overlapping need for- both services ^ 
in the population and is one which might also have the best 

" possibility for receiving serious consideration. There are 

■' ' / ■ ' \ 

rational ways to organize and structure services ' 

\ When there is consideration of a single agency (state or 7 
Federal) , major emphasis must be placed upon the optimum 
range of service interests', Adult Day Health Care is possibly too 
qnaTl a pr u fr t a in unit for a single structure. Long-term care, in . 
which Adult Day Health Care is viewed as a significant pro- 
gram element, would provide a more comprehensive frame of 
reference for. placement of broad service responsibility. /For 

le, placement of responsibility in a jingle state 
agency which would have among its functions the establishment 
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of an Adult Day Health Care p rogram within the pore long-term 
care system Is best assured In the context of continuity of core. 

The structure should be broad enough so that the conpcnents 
•of the system (Day Care, Home Health, Day Hospitals „ etc . ) are 
interrelated and geared to a population which is predominantly 
in need of the range of services which such ay system would 
provide. The program should be broad enough to include all 
' population groups in need of care and should not be limited to 
the aging. It should Include chose in need of 'tcng-cerffl^ay&ell 
as short-term care. ' ' ' I 

For the inxiiediate future* emphasis in such a program should 
be on non-institutional care since development, of adequate and 
reliable ccnnunity services will ultimately stimulate effective 
partnership arrangements for nrroement of consumers between all 
components of care, both those of the institution and those in ^ 
the conmunity. 

. EVALUATION, ACCOUNTABILITY. AND RESEARCH ■ • 
Considerations in planning lead inevitably to the in- ' 
formation base required for its effectiveness. Similarly, 
progr a ms which are developed require a reliable information base 
for evaluation of theirj impact upon the populations served and for 
measurement of the -degree to which effort and financial investment 
are fulfilling conmunity (in its broadest sens£) intent. 
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Si-.e basis for acquiring necessary information for 
these purposes i? usually a well-developed 'standard data 
collection system which will: ■ (1). permit programs^Jtq 
evaluate their own performance over time; (2) provide a 
basis for comparison with other . programs;' and (3) ulti- 
mately contribute to the general acquisition of reliable 
information concerning the field. Such information pro- 
vides objective support for -policymakers ,. planners and 
service providers. 

The Adult Day Health Care and the long-term care field 
in general have been, handicapped by the absence of an ef- 
fective and comprehensive data collection system. 

The basic data set for long-term care' which is being 
developed for general use by the National Center for Health 
' Statistics has important implications for planning and eval- 
uation in Adult Day Health. Care. Unique* aspects of long- 
term_cara~wliich require analysis include those which indi- 
cate where people with long-term care needs are placed; how 
they move Cor do not movel through the care system* legal 
status or guardianship Cprobably particular to the long-term 
care population!. Data which measures client progress and 
evaluates program activity for cost-reimbursement analyses 
are assuming increased importance. 

To produce a data source, the most 'effective record - 
for Adult Day Health Care is one which combines both health 
and social material, reflecting increased understanding of 
the services as comprehensive. 
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In the development of Adult Day Health Care record 
systems, the basic record should be compatible with related 
records, i.e. those of nursing homes, hospitals and other 
community service records. Such compatibility would pave ' 
the way to achievement of an inclusive picture of the pop- 
ulation and service* utilization. It would answer questions 
concerning 'the relative usefulness of different services 
and identify 1 populations for which they are most effective. . 
It would indicate the results and ultimately the costs of 
service provision. The collection of basic data in no- way 
implies; that the facility should not keep such records as 
are essential to service needs of a .given program,' ■ Careful 
planning should eliminate the duplication of records. 

."To be beneficial and effective, systems must always 
be based on an analysis of the reasons for the need and 
demand for services. Otherwise, it is possible. that good • 
intentions will be harmful rather than helpful, particu- 
larly if attempts are k made to solve non-medical problems 
with medical methods and techniques v The importance of 
medical factors can be overemphasized because individuals 
often mention ^medical problems first, this being easier and 
more acceptable. Of greater importance, however, may be 
underlying social and economic problems. The difficulties 
in developing a basic data set revolve around such problems as 

- The need for definitions which have not yet 
been established and are difficult to develop 
--.(What is a client? What is a visit? 1. . •. 
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• - The need for»a data system which will be 
equally applicable to agencies of different 
size and staffs with different levels of 
• skill. 

- The need to design a data set which will 
distinguish between the various levels of. 
carev£>(The range from restorative to social 
levels; how much service can be attributed to 
each.) VThe need for a method which will assess 
total client requirements and relate these to 
the supporting environment. (The "fit" be- 
tween needs and environment.) . 

- The need to develop. a data set which will 
provide a continuous record of the client 

as he/she moves from environment to environ- 
ment (hospital, home care, day care, the long- 
term care 'institution, self-care). 

- The need to develop a system of cost ixfor- M- 
mation which will make it possible to detRmf 3.3 
the true costs of care. 

- The need ^o develop a method which will assess 
the population for whom day care is most ap- 
propriate, both for people in 'the community 
and £or\ho.«;pitalized or institutionalized 

persons *\ • 

- The need for a system which will offer a re- 
liable base upon which providers can evaluate 

the programs they administer. » 

\ ■ ' ■ ' 

-.It is prolJably impossible to obtain this array of re- 
quirements for information from any single record or record 
system. There are^ moreover, a number of policy questions, 
which cannot ,'be answered from a data system. The function 
of data collection is to establish basic information drawn 
from" the services. Information which is more complex in 
nature or which fills a one-time, or limited, need- can best 
be obtained from special studies. A practical minimum data 
set should be acceptable for the entire population in need 
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of long-term care in all settings. 

The data set which, has been developed by the National 
Center for Health Statistics covers the following informa- 
tion areas: 

- Personal identification— -the assignment of a 
unique number to each individual in order to 
identify all records of service. 

- Demographic information (.sex, birth (late, race- 
ethnicity, marital status). ■ 

- Personal attributes (usual living arrangements 
including institutional care, location). 

- Court-ordered constraints. \ 

• - Health status (vision, hearing, expressive 
communication , receptive communication, and 
other indicators relating to interaction of 
.the individual with his environment) . 

- Eight areas of function (including mobility 
and activities of daily living) in order to 
develop profiles describing the levels of de- 
pendency of groups of individuals. 

This carefully ""defined and coded data set.jihould make 
available to planners, policymakers, third-party payors, 
providers and others information with which they- will be 
able to evaluate programs, compare costs, review service 
outcomes, analyze population need*, identify /service re- 
quirements and compare alternative care systems. Each 
item in the NCHS minimum data set is defined, and the 
reasons for its inclusion and i.ts anticipated usefulness 
are explicit. It should provide the long-term care field 
in general and Adult' Day Healtn Care' as a' part of the field 
with information which will provide a basis for rational - 
planning, evaluation and accountability*' 

■ .35- ./• X - . 
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. RESEARCH 

Research opportunities in Adult Day Health Care have 
been relatively' limited. In part, this may be attributed 
to the fact that the services are new in the United States. 
In their development , Adult Day Health care programs have 
. presented such a wide range of purposes, objectives, and 
services, that it has been difficult to establish a frame . 
of reference upon which reliable research efforts can be 
based.' 

Selected research efforts have been attempted. The 
-most recent was funded in 1976 as a result of Public Law 
92-603 Cthe "222" experiments!. In 1974,- a study of ten 
Adult Day Health Care Centers Cthe TransCentury Reportl 
was conducted. A more limited study, involved an analysis 
of a survey conducted by questionnaire. v 

"The findings of the TransCentury Report substantiate 
general reactions in Adult Day Health Care: variety in the 
range of models, target populations M service "mix", staffing 
patterns, and differences in costing.' Further program de- 
velopment/experience, and clarification *.'ill be required 
in order to identify those areas of information which are 
central to the f i»*.id on which useful research efforts can 
be* based. N 

Research issues will acquire greater usefulness when 
many of r the basic questions identified in conference dis- ' 
cussions (planning, purpose, population, organization and 
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administration) , have been more precisely addressed. The 
NCHS long-term care data set and special studies which, may 
be developed to meet planning and program needs will con** 
tribute substantially to the field of knowledge. At this 
time/ however/ further- research, 'to consolidate "what is now 
known" about Adult Day Health Care could provide guidance . 
to communities involved in planning efforts. Funding of 
such efforts at the national level would substantially assist 
In such planning efforts. ' 



/'" 



SERVICES, FACILITIES AND TRANSPORTATION j 

Services j 

At any given time /'the service program is defined by 
combinations to the. population served/ the purpose ; Cor 
purposes] of the center // and the individual service needs 

of the participant group. Changes in the participant "mix" 

/ I 
and participant status require adaptation in service em- 
phasis- andr in some cases, changes in the program itself 
over time. ' ' / 

Using the- concept of a dependent or v semi-independent 
population whose need for care is based upon- a combination 
of various disability levels and limitations .in the personal 
support system/ decisions. concerning service emphasis r ange > 
and intensity becomes a task, requiring continuing .analysis 
of the requirements in any given center of the participant 
population or projected population. 



Structured 
are essential 
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The process by which the service complex is estab- 
lished is determined by defined admissions criteria and 
the application of multi-disciplinary assessment and care 
planning. For example, a relatively large proportion of 
'participants with mobility limitations may require a range 
of services emphasizing treatment as well as greater em- 
phasis on the provision of physical support services. A 
relatively large proportion of participants with chronic- ' 
illness may require health monitoring,, attention to medi- 
cation, and observation of changing 'health status. 

approaches to service emphasis in all programs 
"A1J, participants in Adult Day Health Care have 
some impairment. It; is important that. the services which are 
provided fit participant need. This cannot be a casual decision 
but should be based on precise and factual information about, 
what is needed and service capacity." 

The Conference discussions indicated that there is less 
confusion about services than has been assumed. Certain ser- 
vices can now be considered common to all centers. As a mini- 
mum, the service complex should include: 

- Nutrition services - the provision of one or more ; 
meals, and nutrition counseling. 

- Health services - at' a minimum', health supervision 
and health counseling which are ^reliable and "more 

- than a' casual nursing visit." 

- Recreational and social activities planned for the 
levels of need of the participant group. 

- Information and valid referral services. 

, - Social services integrated in assessment/ care planning/ 
counseling, and interaction with home and community. 
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Services which may not be | common to all centers are 
thoie which emphasize treatment: nursing care; therapies 
(physical, occupational and speech); special diets; and 
personal care. Special programs such as education, reme- 
dial training, sheltered employment. and art therapy broaden 
the 'service range and reach special participant require- 
ments and interest. 

Transportation 

Transportation received considerable emphasis in 
both conferences. Transportation is a high-cost service 
in most centers. Tha^use of family, neighbors and friends 
to transport participants to and from the center has been 
viewed as a stimulus for involvement in the center program 
and to help motivate the participant and/or the family: 

- "I don't believe in providing transportation for 
all participants unless it is the only way "to get them 
there. Family and neighborhood resources are a tool which 
help people stay more independent, and rf you provide ser- 
vices indiscriminately, you take over family responsibility. 
The more 'we encourage family responsibility, the more co- 
operation we get from families in other treatment areas." 

\;] An opposing view has also been expressed: 

- "Transportation is limited and expensive, parti- 
cularly for participants who are in wheel chairs; 50% of 
our participants are in wheel chairs and live with working • 

relatives; 2(1% have spouses who can't drive. Transportation 

.* . * 
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is essential for all of these participants." 

- "Research on family responsibility indicates that 
family members do not abandon their impaired relatives. 
When the menial and routine pressures are removed, fami- 
lies do not withdraw. On the contrary, objective evidence 
indicates* that the quality of family interaction then 
improves. " 

Many providers who administer small, single programs 
do not consider transportation a major problem. In a state 
network, however, the range and cost of transportation pre- 
sent massive problems. These were identified as depending 
upon such considerations as the number of communities 
served by a single center, distances. in the area of pop- 
ulation covered, participant volume, variation in attend- 
ance, the degree of family involvement, availability of 
community provided vehicles, 1 availability of specially 
equipped vehicles, availability of private special-needs 
transportation, program ownership of vehicles and resources 
available for the coordination of a variety of transporta- 
tion methods. 

- "A sound transportation plan is crucial to the 
success of an Adult Day Health Care program." 

- "A great deal of rationalization is prevalent con- 
cerning transportation. Administrators find it difficult 
to confront the fact that their ^services are not accessible 
to the people who may need them most." . 
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It was generally acknowledged that transportation is 
a high-coat item in Adult Day Health Care. In some centers 
transportation may be almost equal in cost to some levels 
of treatment, and this may increase the per diem cost sub- 
stantially. Although, cost is a significant problem for 
center programs, the absence, or limitation of adequate 
transportation for the disabled is an issue which extends 
beyond the Adult Day Health Care center movement. It 
presents serious problems to many other* populations, com- 
munity resources ; and services as well. Communities which 

: ■ ■: 7 . i * ■• l\ ■ 

have been most successful are those which have developed! 

■ I • ■ , ' 

special-needs transportation involving, use of equipment j 

for multiple purposes, .'^his would . include provision of j 
transportation to various community agencies, to congregate 1 
meals centers, to clinics and physicians' offices, to spe- 
cial recreation and shopping as well as to Adult Day Health 
Care. Such arrangements require a high degree of coordination. 

- "Transportation can be directly considered pro gra- 
ma tic; it is a policy and administrative matter and the 
alternatives can be understood and recommendations made 
concerning the virtues and disadvantages of different 
methods without waiting for the answers £rom research." 

A positive approach to provision of transportation 
is based upon assurance of program accessibility: "A good 
program must be assured of accessibility to its services; . 
transportation must be available; it must be safe and it 
must be reliable." V 
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- Standards and regulations should include 
appropriate transportation as a requisite 
in Adult Day Health Care, Appropriate 
\ transportation is intended td include 
\ vehicles for special needs. Centers ac- ' 
cejating participants in wheel chairs should 
be required to provide vans or buses which, 
are adequately equipped. Transportation 
personnel should be screened for the sane 
qualities and temperament as other' center 
personnel and should be trained and capable 
of responding to participant needs, to emer- 
gencies, and/or other exceptional occurrences. 

Discussions of safety extended to the personnel em- 
ployed in providing transportation. Drivers and attendants 
must be carefully trained in transfer activities, first aid, 
and capability in emergencies. They must also be familiar 
with the program and sensitive to participants and their 
responses-? — ^The service package should be defined' as be- 
ginning when the driver arrives at the participants door. 
The driver, therefore, must be in tune with, the center's 
program goals. Transportation is -an integral part of the 
service. " v . 



.Facilities" 

/ v Adult Day Health. Care centers have been housed in a 
variety of settings, many of. them not initially intended 

. for their programs. A number of centers have been created 
in nursing homes, in some instances as an extension of the 
in-patient facility. In a very limited- number of programs 
housed in nursing homes, the service has been used as a 
combined transitional program for in-patients, as veil as 
serving participants from the community. Still. other programs 
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have used in-house settings which are independently ad- 
ministered units making use of available space and occa-' 
sionally, but not invariably, using the institution's 
treatment facilities f 

k Questions have bean raised concerning design require- 
ments*, space, equipment, safety and accessibility . . The 
lack of definitive information in this rea.ird has under- 
scored the need for spscific research on these matters as 
well as square footage per participant, relative costs and 
cost trade-offs when institutional settings are selected. 
The use of nursing ..homes" andTother .institutional settings 
.raises questions concerning the effect of the setting on 
participant attitudes. Institutions offer such advantages 
as barrier- free space adapted to individuals with & variety 
of impairments, and/ in some instances, available back-up 
staff for treatment which might not be available in a free- 
standing setting. 

On the other hand/ participant and community reactions 
may consider a center in an institutional 'setting as ser- 
vice delivered in a "medical model", or, as related to 
stereotypes associated with long-term institutions./ Self- 
perceptions of participants as "patients"- or as involved in 
a care sequence which might end in an institution are fac- 
tors which may affect the selection of the setting. 

Adult Day Health Care Centers are also housed in • 
recreation centers, multi-purpose senior centers, churches,' 
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unused hospital apace, and, in some instances, in specially- 
constructed facilities. 

It was generally conceded ' that a variety of settings 
is probably both realistic and desirable. Within this broad 
framework, however , the physical requirements of the setting 
and the cost-related elements which affect the selection of 

the setting must be considered. In addition to practicality 

i 

and cost/ a primary factor in the choice of setting should 
be community and participant attitudes. 

The general requirements of the physical plant. in all 
settings which may be considered adequate can be identified: 

- All centers must bei. designed or adapted so that 

• they are easily accessible for both wheel chairs 
and walkers whether or not state and/or local 
regulations require, such access. 

- Minimum fire and safety precautions must be ' "> 
assured whether or not state and/or -local / 
regulations require them. . N 

larrier^free space should be a requirement 
in' all centers serving participants with 
■ mobility limitations. . 

- Safety equipment Cgrab bars, railings)., 
passage ways 'and .doors must be adapted to 
the characteristics of an impaired partici- 
pant group. 

-' Toilet facilities "toileting is a sensitive 

area and must be stressed in services for 
disabled, impaired, or elderly people." In . 
many centers not initially intended for day 
care purposes, .toilet facilities have not . 
been appropriately adapted. Such facilities 
should be constructed or adapted to insure 
easy access for wheel chairs and walkers, space 
and, equipment for transfer, and protection of 
privacy. New construction should consider the 
\ ratio of facilities to participant group size 
\ (England requires a toilet for every 2Q feet in 
new day hospital construction! . 
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The choice of setting - institutional or freestanding - 
may become a major issue .in planning. The lack of available 
spacer the high cost of desirable space,' urban population 
concentration, rural distances, and similar characteristics 
affect the choice of setting. 

An arbitrary approach, which, indicates that one setting 
is preferable to another appears to be undesirable as a 
requirement in view of the. very good programs which may be- 
found' in both institutions and freestandingNfacilities tend 
some quite poor programs which may also be found in either).. 
Setting per se does not insure excellence in the quality of 
the services. 

There is room for research concerning the. elements 
which make a setting desirable or undesirable! An insti- 
tutional setting might provide staff and facilities which 
make the choice desirable. "The important thing is to find 
a place with a splendid staff and leadership committed -to 
the program. This makes the difference." This is not al- 
ways possible, and the availability of space in an institu- 
tional setting may not counteract negative reactions on 
the part of participants. The assumption that such a set- 
ting is a "health seating" is not invariably supported by 

excellence in service delivery. 

■ ■ ' v ■ . 

Increasing opportunities may appear for .utilization of 

vacant space in hospitals as hospital occupancy rates de- 
cline, releasing barrier-free space with the possibility of 
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back-up staff and equipment. Offsetting the advantage of 
merged costs of equipment and overhead in hospital settings 
is the fact that costs of space in hospitals are still a 
good dealhigher than in other settings. Moreover, ele- 
ments of Adult Day' Health Care which are unrelatsd to treat- 
ment (social services, recreation, etc.) might be less 
available in these settings, 

, 'It is essential that all settings provide 
for the Adult Day Health Care program a staff, 
space, participant population and service com- 
bination which is distinct, and that its goals 
are understood to be directed to the provision 
of a distinct care modality, "The Adult Day 
Health Care center must have identifiable space 
and identifiable staff," 



STAFFING AND TRAINING 

Attitudes and convictions concerning staff qualifica- 
tions and the importance of professional services vary,. 
Some providers report excellent results using staff com- 
posed almost entirely of paraprofassionals , stressing per- 
sonal temperament and on-the-job training as primary qual- 
ifications Cviewed as mora acceptable to participants than • 
staff with professional t qualifications) , 

Other providers expressed the conviction that adequate 

assessment and goal-oriented services depend upon qualified 

staff in key aspects of .the, service, . 

"Whether a center provides medical, nursing, 
social therapies in a package or selected combina- 
tion, depending on community need, the staff in each 
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category will have the background Un selection, 
training and experiencel which haa been generally 
accepted ai constituting tha protaction of qual- 
ity in that profession or category. While tha 
amount of staff tima required by tha centers 
population may ba opan to question, tha adequacy 
of tha staff tima allotted to that population 
may not ba opan to question . Given tha determin- 
ation that there muat ba a matching of services 
to participant need and that these services muat 
ba adequate in quantity and. of good quality, the 
issues that remain open are still those related 
tor (1) how the ideal service package is to be 
determined; (2) what conditions that decision; 
(3) how staff/patient ratios will be established; 
C4) how these fit with, a changing or varied or 
segregated participant population." 

Staffing and training can be approached in a context 

which establishes objective criteria: 

-"Staffing pertains to the quantity, qualifi- 
»». cations and distribution of staff providing tha 
services,, and staff training will include staff 
orientation, in-service education, on-the-job 
training, off-the-job training, and general prin- 
ciples of staff development. " 

Staffing and Program Goals 

In general, and in, spite of differences in program 
emphasis, Adult Day Health Care centers do share common 
goals. The general objectives of the services may ba ex- 
pressed in different service combinations with, varying ser- 
vice emphasis. They do, however, impose tha requirement 
that all staff must possess certain attributes, some of 
them difficult to describe objectively, yet central to the 
quality^ of- the services. Terms such as flexibility and' 
empathy ware used. "No matter what discipline the staff 
.comes from and no matter how good the training program is, 
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there are certain innate, qualities of tolerance and 
flexibility which are absolutely •■sential." Staff 
members rouat be endowed with the ability to be satis- 
fied with very small increments of change not neces- 
sarily basic to their techniques; \ the kind and nature 
of the demands made upon them are varied and quite dif- • 
ferent from those found in other care settings. Minor 
mannerisms, -the tone of voice* the choice of language, 
can be of. .great importance. To some extent, understanding 
can be provided through training, but most of it will have 
already been present in, the individual. "Compassion isn't 
enough. It may in some forms be a disadvantage." 

The selection of staff and subsequent training will 
depend very much on the quality of program leadership . it 
must be strong, committed and knowledgeable and capable of 
providing essential back-up. 

. In training efforts, one of the disadvantages has been 
the absence of a comprehensive core training program* For- 
mal training in the various professional fields from which 
staff members are drawn should be supplemented with training 
directed to the special requirements of Adult Day Health 
Care. One of its major ingredients is reliance on a multi- 
disciplinary approach, regardless of model. There is - or 
should be - an intertwining o£ disciplines and/or a cr^ssing- 
over of functional' staff lines. As a result, "turf" pro- 
blems may arise and the training program must take these 
factors into account. 
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The apeoial charaoteriatioa of both Adult Day Health 
Cars and Home Cars require oonatant interaotion batwaan 
staff, participant, family and oommunity, and tha blending 
of aervicea to roaat both health and aooial need. Arbi- 
trary diatinotions sin thaaa araaa cannot ba mada. These 
conaidarationa raquira mora expertise than ia required in 
tha proviaion of cure from a single discipline, Suoh 
axpartiaa doaa not occur without a methodological approach 
to trailing in both thai oora program and on-the-job train-, 
ing, and thia applies to all staff who will ba involvad 
in any way with tha participant and hia^ family. 

Tha team concapt ha a been repeatedly stressed in 
Adult Day Haalth Care. Understanding of taam composition 
la beginning to changa. In' place of a hiararchy which is 
fairly rigid , a mora practical approach toften called 
matrix management I appears to be both eff active and prac- 
tical. At any given timer one, or perhapa two, paople 
will ba providing care services, although tha rasourcaa 
of the entire team are available. The participant is 
assigned to a primary profeasional who coordinates the 
care which has been agreed upon with both the participant's 
approval and in accordance with ataff recommendations. The 
primary profussional is always aware of what ia happening 
and becomes the single source of information to family and 
others. There must, however, be structure in this approach 
that is neither casual nor accidental; it must permit 
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changes in the team in accordance with changes in partici- 
pant status. When this occur 1, responsibilities are shifted 
on a planned basis. 

In the light of these requirements, there is an urgent, 
present need for the development of a core training program 
specific -to Adult Day. Health Care. 



Staff/Participant Ratios 

Determination of the number and kinds of staff as they 
relate to the range of participant needs has, been a general' 
problem in the field, A precise and clear-cut method of ' 1 
determining staff /participant ratios ..was described! 

- An analysis of participant "mix" and the service 
needs based upon admission criteria, assessment 
and care planning. 

- Development of precis* staff job descriptions 
based Upon participant population. These des- 
criptions include task analysis, identification 
of the tasks that each staff member performs . 

- Length of time required for performance of 
tasks based upon time studies, observation 
and objective "job logs" (these provide in- 
formation concerning the optimum or minimum 
number of participants requiring skills or 
tasks which can be served by. a given staff 
member) • 



-This information provides the base upon which 
averages can be developed: the average number 
of individual treatments, the average number 
of group treatments, the average number of 
assignments to each staff member* and, conse- ' 
quently, the number of treatments and parti- 

- cipants for. which staff of a given "size can 
be r es pon is ible On ^ the ; ba s is b f this ; inf o r - 
nation, the size of the staff needed for any 
given number of participants can be determined. 
The method justifies the staffing 'pattern; it 
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Alio provides an opportunity to compare 
individual staff performance objectively. 
If tha partioipant requirements exoeed tha 
sttio, this ia an indioation that aarvioa 
quality is. bain? reduoed, 

Xn disouasing this methodology, it waa recognized 
that it may ba naoaaaary to experiment in tha initial 
phasaa of program development. Tha methodology is aaaiar . 
to apply with a larger staff; availability of a small 
Staff may require reduotion in tha partioipant population , 
or if participant need does not justify full-time staff, 
part-time staffing may be provided using the same methodology. 



COST, FUNDING, REIMBURSEMENT 

Cost containment is a '.common objective in health care 
services. Tn Adult Day Health Care it is not possible to 
support the conclusion that costs are greater than or leas 
than other typ*a of care and such conclusions would be 
questionable since tha services are not comparable to other 
care modalities. Studies to date have not demonstrated 
that costs are excessive} they have indicated a range of 
coats in programs with different service emphasis. The 
issue of .cost containment has, however, been an initial 
motivating factor in some program development. In. one 
states the initial "objective was to develop Adult Day 
Health Care as a low-cost "alternative. 4 "There was pressure 
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co provide the services only co those who have boon in 
nursing hones or discharged from hospitals." Thia approach 
wns effectively counteracted with data Indicating that Adult 
Day Health Cart coici in cht state were not excessive. 

Concerns which art mart prevalent art related: co 
atrvtct funding which will ensure- continuity; co problem 
with multiple funding tourcti}' and co tht variety of reimburse- 
ment practice* which impede effective actainistratlotU 

One of the program examples which illustrates the history 

of finding a financial base describes an established center 

attached, cor ar rehabiUtataoir. hoapi tal , ~ : DP *ai ^"developed ' as a 

■ day hospital end later multi-level services were added. 

Federal funding wee obtained Initially for an innovative 

demonstration program (Medical Services Administration and 

the AArfnis oration on Aging) . When the demonstration (3 years) 

ended* the center turned co Che comnunity for continued 

funding and support. Success in this effort was attributed 

t • " 

Co several factors : the program was responsive co community 

need and appropriate Co the resources of the institution in 
which it was based (although a majority of the referrals came 
from the in-patient facility) ; the inatltuclon had long experi- 
ence with rehabilitation services and continuity of staff; the 
adninis oration had considerable expertise in developing and 
costing the service unit and in obtaining reimbursement for 
services. At the present time, tjse' center relies on 
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multipla ralmbursamant sourcasj 13 insuranea oarriars, 
Titlas'xviXX and XXX) fata from familial i fund-raiiing 
and donations, tntarpratation to both participants and 
t ha community of tha oomplloatad ralmburianant arranga- 
mants la both difficult and confusing, 

ftafaranoa li fraquantly mada to tha "skawing" of tha 
■arvica nodal to maat raimbursamant souircas, «nd to man- 
agamant stratagias gaarad to tha splitting of tha ■arvica 
unit for raimburiamant purpoiai. tha axoan manpowar and 
complax administrativa problems which this practica antalli 
affaoti program development. It ariiai from tha limit ad' 
approach to service davalopmant and funding which hai baan 
rapaatadly cited. 

Cost af factivanan as an objactiva li addranad in 
tarmi of tha naad for maaaurai of approprlata coiti for 
varioui levels of care. "Although tha lama numbar of par- 
■onnal is available in nursing homai, day cara raliai mora 
haavily on skilled staff and tharapautic staff - tha cost 
is high."£/ - a reference which again tenda to compara tha 
Adult Day Hat 1th Cara with, Nuriing Boma Cara ai if thay ara 
intended to larva tha .same population! and thereby off ar 
services diractad to similar goals. This confusion in pur- 
pose affacti program davalopmant. "Adult Day Health Cara 
haa emerged in tha United Stataa in tha absanca of axpllcit 
financial proviaion in public policy for distinctly adding 
such an element, to the haalth cara system. Against tha 
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fisoal odds impeding their greatAr development, Adult Day 
HAalth Cara program* have grown in number, The phenomenon 
of thia growth In a financially-uninviting environment, 
•van mora thAn the impressive persistence of the underlying 
concept itself, AttMti to thA AppArant validity ,of grafting 
dsy carA 6nto th« social hAalth car a continuum." 

Funding probleme are attributed to thA absence of 
' basio recognition of thA nAAd for thA development of the 
servicei and the fact that thorA haa bAen no earmarking of 
funda for these aervloei by Federal , state and local author* 
itiea. Programs attempt/ with varying success, to secure 
funding from the following sourcAsi 

\ - The Medicaid programs of one-third of thA states 
* permit reimbursement - not for day cara in its 

entirety, with tha AXCAption of a vary few s tat as , 
but for specified health services given within 
/ day cara programs to individuals eligible for 
Medicaid. 

\- SSA Title X3C Social Services Funds are used to 
reimburse day cara programs in two- thirds of tha 
states - again, by no means on an open-ended basis. 

- Revenue-sharing funds have bean used for day care 
in one-third of tha states. 

- Medicare nationally pays for those health ser- 
vices that a?* specified in its benefit packages 
for those eligible, and day care programs can 
seek certification to be reimbursed for providing 
such services under; the specified conditions. 

(This is done in a very limited number of programs.) 

- Private health insurance carriers likewise may 
be billed tot covered services for their sub- 
scribers. 

- Tha Older Americana Act, through several of its * 
titles, make' some funds available through grants 
to selected programs. 
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• Son* United Way fundi in various communities 
subsidise day cart programs. 

- Philanthropio support from foundations , church, 
fraternal, and similar private organisations and 
individual patrons on oooasion corns into play* 

- Soma local public funds art sonatinas channeled 
to day care support. 

- Several Federal agencies grant funds in support 
of research, demonstration, and evaluation of 
relevance to these aganoias (e.g. trans- 
portation, mental health, training, etc.) 

- Fees are collected from the participants themselves. 

"With this variety of opportunities seemingly to be 
tapped for support, the vary range of possible souroes re- 
flects the fragmented 'provisions that characterise this 
country's health services.* 

At , the point of delivery, this multiplicity of funding 
sources imposes an overwhelming burden on providers. It 
also reduces accessibility to the services of unknown, but 
probably sizeable, numbers of potential consumers for whom 
substantial expenses for inappropriate care now being made 
could be reduced, and for others who are not receiving care 
of any kind in spite of serious levels of impairment. 

Discussions of appropriate funding emphasize the elim- 
ination of means-tested access and suggest approaches more 
closely aligned with equality of entitlement for vulnerable 
populations. This approach is one which presents Adult Day 
Health Care as a legitimate care modality, no longer inno- 
vative, with demonstrated effectiveness. "The services should 
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ba inititution^liied aa a universal Mrvtca in the community 
aupport ayatem and publioly funded." 

Two asperate but concurrent effort* era required in 
order to male* the aervicaa univaraally available i til Capa- 
city building (capitalisation for creation of tha raiourcai) 
"the day of deraonatrationa and laad monay ia over" - and a 
plannad approach to\tha development of aarvicaa, probably on 
an incremental baaia\*hich will naxa auch aervicaa availablo 
to' tha population at riak ii nacanary. Such funding would 
moat proparly ba identified in tha long-tana care budget. 
(2) Oavalopmant of effective reimbursement mathoda or 

machaniama-— a problem which ia prevalent throughout tha 

\ 1 
antira haalth cara delivery syetem. Tee-£or-aarvice raim- 
buraamant ia not a raliabla or aquitabla baaia for tha aup- 
port of tha aarvicaa. ■ 

Soma exploration ia required ralativa to funda for 
capacity building. Tha feaaibility of combining axiating 
funding aourcas for all long-tano cara aarvicaa including 
Adult Day Haalth Cara would have advantagaa aa an intagratad 
ayatam of providing financial aupport >for an inclujiva aer- 
vice package, a aacond poaalbility (leas probable in the 
present economic environment]^ is appropriation of adequate 
funding designated for Adult Oay Health care. Xn the dis- 
cussion of the ralativa advantages and disadvantages of 
categorical versus comprehensive funding, balanced funding 
for long-term care is considered tha most deairabla objective. 
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However, the relatively brief - historical position of Adult 
Day Health Care might {place it at a disadvantage in com- 
petition with other established services. .The need for 
manpower and training funds and provision for service 
evaluation and continuous monitoring in such .an effort is 
evident. .'• 

Current priorities in research in areas of costs are 
those related to the development of unified cost accounting 
and reimbursement mechanisms > .methods for channeling multi-. 
pie-source funding into an integrated funding system, studies 
of the effects of funding- on levels and quality of care and 
of the effects of funding on service combinations with dif- 
ferent service participant groups and in different locations 
and settings. 

- Consideration must' be given to the adoption; of a 
clear national policy for the development of Adult 
Day Health, Car* services in the community care 
system with necessary provision for financing and 
implementation - of such, a policy. 



STANDARDS AND REGULATIONS . 

r . ■ ■ .. i 

"Although standard , . rule and regulation are frequently 
used interchangeably , a standard is usually defined as some- 
thing established by general agreement to serve' as a basis, 
in measuring- capacity f quantity, etc. 

" Rules and regulations tend to be used interchangeably 
and in tandem in government circles. '^Although rules and 
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regulations may serve as guides, criteria or standards, 
they 'are more frequently used in the sense of requirements, 
obligatory or demanded as a condition. 

" Rules and regulations might be defined as musts , 
while standards might be defined as shoulds . " ' 

These distinctions have not usually been made with 
reference to Adult Day Health Care services. There is, 
however, a need for assurance of consistent services and 
accountability. If this is a need for standards, what 
should their purpose be for' the field? If this is a need 
for regulations, should they be met by all providers for 
purposes of reimbursement or should the purpose be protec- 
tion which guarantees observance of overall objectives and 
purposes of the services, regardless of reimbursement, source? 
(Regulations , when they are established by. government,' con- 
tain elements which may protect the public; they may also 
be requirements limited to reimbursement or essential for 

•licensure*! } 

* «JThe development of standards has more frequently oc- 
curred in the voluntary service sector, in professional 
fields of practice, in commissions, .as goals of excellence 
which may or may not be achieved but which establish opti- 
mum measures of. quality. 

An illustration in the development of standards at the 
state level describes a program developed as a state net- 
work 03 centers growing in number to 13 in' a relatively-short 
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timespan) which began without standards, or regulations, 
adopted the "222"* framework 'as a temporary measure and, 
with the enactment of enabling legislation listed required 
services and defined a need for basic standards which 
"would ensure that all people were receiving basic core 
services 'and that the people receiving the services were 
being provided with, appropriate care.". . 

Standards "lay but a framework against which programs 
may be implemented with appropriate regulations." Stand- 
ards may be viewed as "principles which assure quality,/ 
as guidelines, as minimum requirements which specify what 
is essential or as optimum objectives to be achieved in 
incremental steps." A long-range approach is necessary 
in the establishment, of a standard' framework: "We would 
like to develop the optimum measure of excellence in the 
programs. We. recognize the fact that as programs grow, 
certain elements will be developed which may incrementally 
_f^n<L-Close_to the optimum. We are working toward an ob- 
jective of quality and this does not necessarily take into 
consideration what the, state will do today or what the 
Federal government will do in the future. We would like 
to build a. framework within which we can see some kind of 
expanding future." Standards or principles should include, 

i ' 
* Described above, Public Law 92-603, Section 222 , 
mandating demonstrations for the purpose of testing 
Ad jilt Day Health Care and Homemakar Services. 

- 59 - 




9 or 
<j o 



231 



key elements which, are essential to the services. In- 
cluded as essential are; architectural requirements; bar- 
rier-free space which is identifiable; accessibility; 
adequate staff services and administration which are also 
identifiable; established staffing patterns and training 
methods; and purposeful goal-oriented services. Narrow 
standards or principles are a danger: "They become so 
rigid that it is not possible to incorporate new experience 
and new knowledge as we learn more about the services. * 
Because many levels of government as well as other 
public and voluntary groups are (end should bej/ involved 
in service development, participation in the. development 

^of standards, principles, and regulation should include . 

. these groups. f 

! * - / 

QUALITY; QUALITY ASSURANCE / 
Factors which affect quality in^services have been 
described in the previous sections. -Those which are. subtle 
are possibly difficult to identify — leadership, commit- 
ment, interpersonal relationships, ambiance - others are 

• ' ! / 

measurable and have been described under three -headings: 
Input Measures, Process Measures, and Output Measures. 
These were outlined as follows: ■ . 

Input - What is available for provision of the 
service? (.It is taken as given that the providers 
have good intentions. 1 
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1) Is there trained 'staff to deal with an older 
population Cthe services, described were related 

\ to older people), e.g. R.N. , M.S.W.f This train- 
ing deals with add-on education which is specific 
to the participant group • 

2) -Are there sufficiently varied programs in the 
facility so that there is a -match between the 
client and the services? (Is there a varied 

."menu" of service?l 
31 Is there a minimum length of stay and goal 
orientation? 

41 Is there a blurring ^between professionals as, 
the various professionals broaden their pro- 
fessional discipline? (Does each professional 
only do his own professional. work or is he able 
to do other professional work?! This is a re- 
quisite for a team approach. (The physician 
should not always be the team leader. L 

51 . Is there a data system' that is valid, reliable, 

■ -i 

relevant to the issues concerned with in that 
facility and is it portable? Does it cover 
other programs? i 

Process - What goes on in the program to foster 
quality of care? 

Criteria of Process: 
11 The evaluation should .be comprehensive aiVd fWm 
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the basis for the design of individually - 
tailored treatment, rehabilitation and re- 
socialization programs. 

2) Approach to re-evaluation - at some specified 
interval the program should be changed if you 
are doing something. Is there re-evaluation 
of treatment goals and reassignment of treat- 
ment modality? 

3) Is /there a case management approach? You must 
be aware of what is in the community since no 
single program offers everything. 

4) Does the initial evaluation include the eventual 
home environment to which the person may wish 

to return or be rehabilitated, e.g. stairs, 
stove, the availability of a social network, 
which may be nascent or which must be created? 

Output ; — ~ 

Measures of Output: 

1L Measurement of any change in functional status 
of the individual. Improvement is not always 
a necessary outcome; with quite disabled popu- 
lations, stability or slowing- of the deteriora- 
tion may be all that can be expected. The par- 
ticipant should be able to show change over time. 
Criteria for such change might be greater autonomy, 
better mental and physical, health and self-care 
capacity. ... 
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: 2) _* Re- integration into the. community. This .may 
occur in many forms, % / 

3) Self-perception of the individual - Graduation 
as a model for other patients to other levels 
of care.. or as a visible model of how improve- 
ment c&rj occur. 

There may be a need for research in some areas which 
will produce objective measures of quality. There is,, how 
ever, already substantial agreement on service quality in 
areas which may be. considered common to all programs: 

- Planning and development. The service- program 
is designed to fit designated population need 
rather • than funding sources • 

- Admission criteria. Clearly defined as to the 
population to be served and the services pro- 
vided with assurance that there is a reasonable 

• "fit" between the two. 

- Provision for program change. "If it is deter- 
mined that service need has changed, there must 

be willingness to change the program accordingly ."■ 

- Service objectives* Tha services provided are 
based upon recognition of the overlapping pro- 
blems which, exist in impaired or disabled popu- 
lations . Attempts to make distinctions between 
"social" need ( and health need are avoided: 

"The presence of disability or impair- 
ment carry an implicit, assumption that 
the need for services will involve .con- 
sideration of multiple factors and demand 
-a service emphasis which responds to this - 
multiplicity. Both health content and. 
social content are quality requirements."' 

- Auspices. Who can do the best job? "It is not a 
question of deciding for or against a given aus- 
pice. We must discover the advantages and dis- 
advantages of different auspices. There are enough' 
programs in the field at the present time to make 
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evaluation between auspice , populations served 
and service adequacy possible. This information 
should not be directed to the elimination of any 
given auspice but rather to indicate advantages 
which may be maximized and disadvantages which 
should be avoided." 

Setting. Physical setting considered in practical 
terms. Attention to ambiance. "There is a com- 
mon assumption that people who are disadvantaged 
6atf£omically are uncomfortable in 'settings that 
have aesthetic quality. and this has been used to 
rationalize the placement of some programs in 
dismal settings because they are cheap and avail- 
able. There is ample. evidence that the response - 
to the environment has a positive relationship to' 
treatment outcome." - 

Staffing and training. The necessary qualifica- 
tions of staff are already well-known to experi- 
enced providers. Staffing patterns and training 
methodology have also been. developed. Provision 
of well-prepared, adequate staff is a major 
guarantee qf service quality. "If. there is not 
sufficient money to provide adequate staff, the . 
size of the participant group should be reduced 
accordingly. There is a level below which staff 
ratios should not be reduced." 

Policies and procedures. The range, duration 

and intensity of services axe bassd on established 

procedures for assessment , c_are„planning . and._evalr- — 

uationr™"' ' ■'"" /* 

Coordination. Routines are built into the internal 
service system land extended to related community 
sources in a structured manner. "The assumption 
that coordination will occur, spontaneously is not 
valid." There/ is . a methodology which extends be- 
yond the will to cooperate.. 

'.'■/". :. 
Consumer participation. Consumer participation 
goes beyond the consumer and his individual care 
plan . It includes established channels -enabling - 
consumers and families to 1 , affect program policy 
and practices. ' . , 

Community participation. Established methods for 
interpretation, and re-interpretation exist. Chan- 
nels- for community response are established. 
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Data Collection and Evaluation. A data system for 
purposes of service planning and evaluation is 
established. X A common goal in addition to service 
data should emphasize; longitudinal analysis iden- 
tifying special ^attributes, of the population served 
the services andVesults of. care in order that 
planners, providers and the public will be reliably 
informed. ; : \ i 

■ ' \' \ ■ ?*, 

Standards and Regulations. A broad framework 
outlining, principles for quality services is 
established in order to assure that regulations 
reflect a concern with quality in the services 
more closely. 
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SUMMARY 

Adult Day Health Care Services have increased numerically 
in. the United States in recent years. With, this increase* 
there is an evident and growing need for clarification of \ 
the purpose of the services, the populations which they are \ 
best adapted to serve, service combinations which are most 
effective, and methodology which will maximize their effec- 
tiveness. In all of these areas, there is, variation in pro- 
grams. The establishment of consistent practice will, support 
service quality and~.enhance public understanding. Some as- 
pects of service development will' depend to a considerable 
degree' on research. . 

The Arlington-Tucson Conferences attempted-, in reviewing 
the present status of the field, to establish, a framework 
within which reliable present knowledge could be identified 
and researchable issues delineated - an approach directed 
to o1 ■r™i n»+-f ng npn+r*t*<<ixTy vagueness where possible and con- 
solidating a practical base for future inquiry and reliable 
service development. In the discussions which took, place- 
in two conference sessions separated by an interval of one . 
year CSeptember, 1977 - September, 19781, the same' subject 
areas were addressed: the variety in program emphasis Cser- 
vice models) ; services and facilities; staffing and training; 
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service delivery patterns; planning, organization and ad- 
ministration? cost; evaluation and research; standards and 
regulations; quality assurance. In the first session, how- 
ever, the format was one which involved substantial n umb ers 
of participants from a wide variety of programs and inter- 
ests and,* in the second, a smaller group which could effec- ' 
tively examine the results of extensive discussion in greater 
■ depth in order to establish present status and indicate 
future direction. 

Most discussion began from an awareness of the variety 
in existing program approaches and this appeared to limit ' 
consideration of a common knowledge base upon which consis- 
tent program development could occur. However, the Arlington 
Conference presentations and discussion as well as the closer 
examination undertaken in Tucson indicate commonalities in 
virtually all programs. The populations 'to which the ser- 
vices are directed and the purpose and definition of the 
services appeared to be primary to consideration of many of 
the questions raised concerning Adult Day Health Care such 
as service models, standards,* staffing, training, and costs. 

A framework considered sufficiently broad and flexible 
describes the population for which Adult Day Health Care is 
most appropriate as including dependent or sern^ independent 
adults* who, because of functional impairment combined with 

* There is general agreement- that day health care services 
are appropriate for all age groups; there are, however, 
special service characteristics which separate services 
adapted to children and adolescents from those provided' 
to the adult group. ■ 
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limitations in die personal support system, are in need of 
services ; which restore and/or maintain optima health and 
: function in a setting adapted to this method of care. 

The appropriateness of die services and the emphasis in 
service provision are determined by -the needs of the pai-ticipant 
group and are based upon assessment by' qualified nulctdis- 
ciplinary professionals. 

Staff selection, preparation and trainir^ aro based upon 
established methodology; selection empbaaires tolerant and 
flexible personal characteristics*; frufeasiiiral, training meets 
the standards of the individual discipline; and on-the-job 
training for all staff, including paraprof esaionals and all other 
staff, provides special Knowledge and skill required by the 
special characteristics of Adult Day Health Care. 

Service composition and staff-participant ratios are 
J-jd^y^jE^ of service plans following 

participant assessment and the capacity of the staff to 
schedule treatment and related activities. Geographic problems 
and manpower resources may alter the potential of centers to 
offer a -full range of full or part-time services and this may 
in turn affect the capacity of a given center to accept . 
participants requiring services which are unavailable. 

* Spec,*.- cv-*t'rsjisclcs of Adult Day Health Care which af- 
fect su: oeen identified. The capacity in staff 1 
for acceptance of such elements as slow Increments of change 
in participants, the crossing-over on a planned basis of pro- . 
fessional and paraprof essional skills, a team concept which 
is flexible in structure are among those which require 
special approaches to staffing. 
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Services basic to ell Adult. Day Health Cere were iden- 
tified: health care; nutrition; social services; recreation 
and social activities; information end referral; and trans- 
portation. Those services which may not be common to all 
Adult Day Health Care and are provided on the basis of par- 
ticipant need or special program- emphasis include treatment 
(therapies) and such programs as vocational training and 
sheltered employment. 

Settings in which the: services are placed may vary , but 
minimum requirements include space and activities which are 
clearly identified as reserved to Adult Day Health Care; 
barrier-free space accessible to wheel chairs and walkers; - 
provision for privacy; access to emergency back-up and 
other needed services with formal arrangements for such 
care; a' comfortable and cheerful physical. environment. 

Implementation will be achieved in the following .ways*. 
Planning, organization and administration follow accepted 
practices considered essential to all community services. 
The services are provided in response to valid community 
need and are perceived and accepted as such. They are in- 
tended for a designated population rather, than to meet an 
available funding, source. They are integrated into the . 
structure of community services with formal arrangements 
for referral and participant movement through the community 
system. They are realistically funded. Administrative 
structure guarantees accessibility ko the services and makes 
provision for clearly-understood admissions criteria and 
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admissions procedure based on, assessment of assured quality. 
Policies are established which clearly define the range, 
intensity and. duration of the services. 

There is, provision for consumer and community partici- 
pation in the service program. ^Effective data collection 
systems are adapted to program evaluation and are also 
aligned with data collection in state and. national systems - 
an effort which stimulates program comparison and broad ap- 
proaches to program development. 

Standards and regulations, which are frequently con- 
sidered interchangeable, are not universally available or 
consistent at the present time in Adult Day Health Care Ser- 
vices. Regulations are frequently more closely aligned to 
reimbursement requirements than to population need.. The 
establishment of guideline* as the base upon which national 
standards can be built can probably best be achieved" at the 
Federal level with the participation of those providers. and 
communities in which, there has been substantial service' 
experience* 

Funding, reimbursement and coat containment are- pro- 
blema- for present providers and for. program development be- 
cause of the multiplicity of Federal, state and local fund- 
ing sources with differing program requirements. The variety 
of .approaches to funding and reimbursement in different states 
and the absence of consistent methodology related to reim- 
bursement and topcoat analysis are barriers to effective 
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program development. Experienced providers do not yet 
have a channel which will make possible the pooling of such 
information for broader use. 

These problems and concerns are reflected in all areas' 
of Adult Day, Health Care. 'Thare is a strongly-expressed 
need for an office or central authority at the Federal level 
which will establish national policy, pool existing infor- 
mation, provide leadership in the development of services 
of good quality, initiate action which will simplify and 
unify funding and reimbursement, and provide for equitable 
treatment of the populations for' which the services are 
appropriate. 

Adult Day Health Care is considered a, vital component 
in all long-term care services for which this suggested 
Federal approach is essential. Their development as* an., 
important service in the continuum of care system is de- 
pendent upon consistent Federal and state approaches in 
order to maximize affective use of' existing resources and 
broaden individual and community options in the 'choice of 

■■■!•. , \ . 

appropriate care. \ 

• ' ■ ! ■ '■ . ■ . ... v 

RECOMMENDATIONS 

A. Conference recommendations on which, there was substantia 
agreement: j \ 

1. The development of Adult Day Sealth Services in the 
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United States has progressed sufficiently to 
justify national recognition of their value as 
a component In community health care systems. 
Their status requires a national policy with the 
Investment of funds for planning, technical assis- 
tance, program development, training and evalua- 
tion, and research. 

There is an evident and'pressing need for a focal 
administrative unit at the Federal level for all 
long-term care services but particularly for * 
norl-institutional community -services in order to 
broaden care options at the service level and 
make effective use of national health, care funds. 
The inclusion of Adult Day Health Care in an inte- 
grated Federal approach to long-term care will 
maximize the effectiveness of other services.' 
There is a pressing need for a comprehensible and 
comprehensive restructuring of funding. Rational 
integrated funding and reimbursement practices 
at Federal and state levels should be directed 
to minimizing inequities and unnecessary costs 
in manpower in the present system. * 
Equitable treatment of populations in all areas 
of the U.S. with respect to service entitlement 
should be a major objective- 
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Provider-consumer issues produced substantial agree- 
ment in the following areas: 

1. The title "Adult Day Health Care" appears to be 
an accurate description of the services, Agree- 
ment on a title which is universally employed will 
increase public understanding and support. 

2. Establishment of service pur^oee^- to restore 
and/or maintain optimum health and functional 
status where functional impairment and limita- 
tions in ? the personal support system require 
health, social and support services - should 
erase artificial distinctions between "health" 
and "social" purposes-. The purpose statement 
recognizes the comprehensive and changing needs 
of a population which is functionally impaired, 
dependent and/or semi-independent. 

3. Consolidation and distribution^ of materials fronr 
the field is now possible. This material includes 
effective core training programs; data collection 
methodology; staffing methods; cost analysis sys- 
tems; guidelines for standards and regulations. 
This effort, assumed as a Federal responsibility, 
should have highest priority in order to assure 
consistent practive'of good quality in the develop- 
ing field. \ 
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C. Major areas requiring study and research: 

1. Estimates of population requiring Adult Day Health 
Care Services. 

I 

2. Manpower requirements Cor the provision off Adult 
m. Day 'Health Care of good quality. 

3. Studies of space requirements for participant 
groups of different siie in programs with dif- 
ferent service emphasis'. 

4. Studies of optimum requirements in program setting. 

5. Methodology for integration of uniform long-term 

care data systems and Adult Day Health Care pro- '' 

i 

/ gram records. j 

6. effective uniform methods for funding reimbursement 
and costing of Adult' Da^ Health Care (Federal- 
state-local) . i 



/ 
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LUNCHEON 
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ADULT DAY HEALTH CARE: FAMILY PERSPECTIVE 

by 

Edith G. Robins 



• Adulc Day HealCh services are appreciated and enjoyed noc only by 
che users of che services, buc also by che carecakers of che recipients 
— chose who muse make che hard decision Co insticucionalize che individual 
or Co provide che supportive care^Co _keep che loved o ne ac ho pe. Just 
whac Adulc' Day Healch "Services means Co chV carecakers was graphically 
described ac a panel discussion held in conjunccion wich a workshop on 
Adulc Day Healch Care in Sepcember .1977 sponsored -by che program i n che 
Champaign County Mursing Home in Champaign, Illinois. 

Mrs. Ruch Shankin, Adainiscracor of che program, was che guiding force 
behind chis workshop, and Mrs. Allan Sceinberg, daughcer of a Day Care 
participant, chaired che panel discussion. Permission was generously 
granted by all parcicipancs co reproduce che discussion, and a follow- 
up reporc as of Hay 1979 was provided' co give added dimension Co che 
faces presenced. (The verbacia cranscripc was ediced co provide con- 
siseness. ) ' 

The panel represents a cross seccion of che population from che 
vancage points of ages, relacionsh'ips , socioeconomic and echnic back- 
grounds. The discussion reveals the problems faced, the progress 'tiaifa, 
and the various ways people came co che program. If as is orcen saia, ■ 
scaciscics are faces wich che Cears wiped off, chis discussion graphically 
porcray3 che real problems faced by disabled individuals and cheir loved - 
ones, .and" che happy soluCion provided by the Adulc Day Care 2rogram. \ 
A reporc of the coses prepared by che Champaign Councy Adult Day Care' 
program presents che hard faces on che cosc-erfecciveness of ehese services 
as chey view.it. 

The Chaapaign Councy Day Care Prograa provides a blend of incensive 
rescoracive services for participates released from hospitals and aain- 
cenance care for chose who have achieved maximum funccion. Ic is carried 
ouc in separacely idencified quarcers in the nursing home, by a scaff 
specifically assigned co chis cask. Parcicipancs pay cheir own way or 
are assisced by "scholarship^" made available chrough donaced cunds. 
No Federal, Scate or Countyrsupport ha3 been provided for this program. 
The panel participancs were as follows: 
Mrs. Allan Scainberg, Chairman 
' Mrs. Leslie Belew 
Mrs. Roberc 0. Barbre 
Mr. Richard Chaffee 
Mrs. Narbey Khachacurian 
Mrs. James Scott 
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I susss mine is a precty cypical family — chree children, 
a dog, a cac — and one extra chac maybe not coo aany 
middle American families have — we have Grandma. . Grandma 
came co live with us abouc five years ago. „ She is over 30, 
and she is my mocher. tfe car.noc Leave hertalone because 
she is disoriented much of che cime...and I know chac my 
mocher, even in her moac disoriented slcuacion is very 
concerned chac she has her own home. The cime arrived vhen 
we realized chac chis was going co be a major problem — 

we would have Co find full-cime live-In help or full -cime 

day_care-_- .JCe-was-Th«A"C|iAe'-wt'hMrd~'abouc~s!ii5~p"ragraa. 

Buc before I describe our experience, X choughc you would 
like co hear abouc che backgrounds and experiences of sor.e 
ocher consumers of che program, cheir family sicuacions, and 
cheir needs for chis kind of care. 

Mrs. Barbre: I was chrusc into needing chis .care for my husband' very 

quickly lasc fall afcer he had an ampucacion. I knew abouc 
che program because.! live nexc door co che Day Care 
Direccor. Forcunacely, che program has a bus chac picks 
him up ia che morning. I vork as a rsf5«-arad nurse.'and 
chis meanc chac X could go on working. - 

I can'c say-enough good chings abouc che program — ic's 
something no a ne vill really underscand unless they, like ma, 
could keep a loved one ac home inscead of having co place 
him in a nursing home for full-cime care. 

My husband is disabled and has been tor six years. Uric 11 
a Lictle more chaa a year ago, he was ac lease able co 
walk around and calk — buc Chen he had a scroka, and 
more scrokes. Then he could noc do anyching for himself. 
The Day Care program has been the ansverftor us. ocher- 
wise, I could r.oc have taken care of him because - soo am 
disabled. Vhen he comes home from c.he Day Care program, 
his disposlcion is so different chan ic vas vhen he had to 
lie sick ac home all. che time. 

Buc I do have a problem — * finances* I can'c afford co pay 
for che Day Care program. My church agreed co pay, and.. 
I began co gee help from some of my relatives, even chough 
ic vas hard for them.'. . I hope someway somehow, ocher 
people will be helped chrough Day Care as I was. And I 
hope one day all people who need ic will gee Day Care 
racher than be puc in a nursing home. I appreciate all that 
has been done. s 

Mrs. Khachacurian: Ve are also very grateful for ev-rything that has been 

done by the Day Care scarf for my mocher-in-lav. Alaost 

every day, she'll call me in the afternoon and say, 

"Oh, I had a very good ciae coday wich my friends." «e 

never find due just vhac she has done — buc we k-nov 3ho 

. ■ '< ; \ ' * 

- 3* - ■ . 



Mrs. Sceinberg: 




Mrs. 3eleu: 
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has" enjoyed ic' 

She csme co chis ;vuncry fifccen /ea.s ago. Since sha 
is nov 82, chac means *he was abouc 67 *b<'.r; ah* cane. 
She didn'c know the language, and so ic was iifficulc 
for her co stake friends. She depended greacly on ay 
husband (her son) for everything through the years. 
Ic vas difficulc. We heard about Che program through 
an article it. che- newspaper. .We d:dn'c need che program 
it chac cine, buc I remembered it. 

.Then che time' came. My husband's mocher n..d gocten ouc 
of a nursing hone following a second hip fracture — 
and she was cocally disorienced. She licerally ; 
didn\- knov, vhac cencury ic was. We were fortunace in 
finding someone who would scay wich her ir. her aoart- 
aenc twenty c our hours a day, so we were able cc t«ke 
her ouc of the nursing home. In shore order she* 
improved, and did'noc wane anyone in her aparcrenc. Ic 
was ac chac clme chac we found che Day Care program. 

My mocher is originally^ from Kencucky. She cane here 
abouc two years ago — because of confusion, she 
could no longer cake care of herself. For abouc a 
year, we were able co have her scay in her own home 
which is a mile from us, wich oe 1usc going over 
several cimes a day, *nd wich her coming co our house. 

Buc wich my two small child ren^__chac _wa_snlc„easy. 

I found che Day Care program co ^tske care of nocher 
during che day, and I found a woman who needed a place 
Co scay to serve as her companion during che evening. 
I go in- and do che cleaning. 

Somecimes a problem arises when che lady wanes co 
cravel co her homecown. Ac such cizies, ay mocher 
parcicipaces ia che overnighc pare of Day Care. Then 
in che daytime, she goes co che program. 

Usually, one day a week is ail she. needs. 

Mrs. Sceinberg: How did you hear abouc chis program? 

Mrs. Scoce: By word of mouch. I have a couple of friends who 

. worked parc-tiae ac Champaign Councy ac one ci=e or 
another, and chey cold me about ic. When you are looking 
for help you go chrough all chis calling' — you call 
fifteen people you know, and everybody knows somebody 
else chac you could call and you spend hours upon 
hours on che celephone. 



Mrs. Scocc: 
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Mr. Chaffee: My wife had a. severe scroke abouc four years ago. 

She was receiving cherapy ac Mercy Hospital, and I" 
\ found ouc abouc che Day Care program from cheat. So 
I decided co cry and keep her ac home. This is a 
very difficulc sicuacion because she cannoc calk. 
Because' of her severely impaired condicion, I had co 
make a decision eicher co cry co gee help chis way 
or co puc her in a nursing home full ciae. . Through 
Che help and understanding provided by che Oay Care 
program, I have been a'^la co keep my job and work and 
keep my home cogecher. 

Mrs. Sceinbe'rg: Mr. Chaffee, t chink che group tnighc be inceresced 
in knowing abouc your dinners and how che program 
helps you ouc chac way. 

Mr. Chaffee: Yes, che program has been a lifesaver co ae. I 

■couldn'c have jone on wichouc ie. I would have had 
co puc her in che nursing home on accounc of my work. 
Because I work every day, I couldn'c work and leave 
her home because she' cannoc scay home by herself. 

.Mrs. Sceinberg: I was alluding co che face chac Mr. and Mrs. Chaffee 
boch scay a liccia bic iacer and have dinner ac the 
nursing home and then go home, so chac he doesn't 
have chac obLigacion too. 



Mrs. 3elew: 



I chink we couched upon che referral sources chac we 
all use -^hospical social services, public healch 
nurses, word of aouch, and che Office on Aging. 

This program has aeanc so much co all of us here. In 
my aocher's case,' each morning she says, "I'm going 
off co work. In face she really doesn'c remember whac 
'she has done all day. If I ask her, she'll cell me 
/chac she uenc co work and she did- whac chey cold 
1 her co do and she made hacs. rifcy years ago, my 
aocher made hacs when she wen c co work. And we 
jusc leave ic ac chac I chink ic is jusc che sense 
of being pare of che accivicies of Ufa and have a 
roucine which has greacly beneficed my mocher and so 
many ochers also. I chink', Mrs. 3elew, you aighc 
wane co calk a iicde abouc how your husband has 
improved/in che program. 

My husband has been a differenc person since he has 
beer/ accendiag che program. . 3e'fors chac cine, he 
, " was fruscrae'ed and very, very hard co 3ec along wich. 

/Vnen he goes Co Day Care, he is happy «?han he comes 
home. He does noc remember che things he does, buc 
he knows chac he enjoys whatever ic is he does. And 
he cries co cell ae as much as he can, buc he can't 
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calk very well. In ocher words, ic is Jusc chc 
* answer for boch of us. 

He has greatly improved since scarcing che prograa. 
He is able co walk beccer. And he is beginning co 
calk beccer. Ac cimes, he can say nose anyching he 
wanes co say. Before, he could hardly be understood. 
And so I chink chat chis is che answer for us. 

Mrs. Sceinberg: I asked Mrs. Belew, because some of che scaff cold me 
chat when Mr. Belew scarred che program he couldn'c 
'walk and he couldn'c calk — and now if you happen co 
be in che cencer while he is chere, you see him 
pushing somebody else and really accively doing che 
chings he couldn'c do before. 



Mrs. Khachacurian: 



Mr. Chaffee: 



Mrs. Scocc: 



Mrs. Barbre: 



Mrs. Sceinberg: 



Mrs. Khachacurian, would you care. to conmenc? 

My mocher-in-law is new in chis councry, and did not 
have friends — now she feels she does have friends, 
and chac makes her happy. She participaces in acci- 
vicles, and assises in passing ouc coffee cups. She 
always enjoyed being a hoseess, and chis makes her 
feel as chough she is having friends in cor coffee. 

When I first broughc my wife home, she was so dis- 
orienced and fruscraced chac she didn'c even wane co 
accept her own home. By being able co cake her 
someplace and gee relief, .her accicude has improved 
cremendously. She scill has a severe impairment and 
she cannoc calk — but you jusc don'c know whac ic 
means when a person does noc accepc her own home! 

Mocher never wanes co go Co a nursing home. If I 
drive by Champaign Councy and she sees che nursing^ 
home, righc away she says, "I don'c need co go chere. M 
I see che Day Care program as sore of a halfway, 
poinc* .Ic's che sofcening of che-blow 'for her and 
for me when and if che ciae comes when wa cannoc 
cake care of her any longer. 

When Mr. Barbre firsc scarced, he was in need of 
physical cherapy. ■ He didn'c have his proschesis ac 
che cime. One of che big .chings for us is noc having 
co cake him co che hospical for. physical cherapy. 

I am glad you mencioned chac. *I chink an imporcanc 
pare of che Day Care program is che abilicy co give 
all che needed physical cherapy -and ocher. rehabilicacion 
services in one place. 

Three years ago, I didn'c know I had cercain friends — 
- 92 - 
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but'now I know that she Day Care staff are some of 
toy besc friends. The quality of staff in the program 
is indescribably wonderful — Jackie, and Vince, and 
Mrs. Ettensohn to mention a. few. .They view their 
task as not only taking care of the users of the 
program, but of the families as well. Many times I 
have spoken with Mrs. Ettensohn about our concerns.' 
Her guidance as well as some of the literature she 
lias given me have really helped to console ma. 
Apparently I am in one of the most difficult situations 
with three adolescent children and Grandma in one 
house. This tends to pull one in many directions. 
It is comforting to know that I fit into a certain 
category and that people understand how I feel — 
I can't properly express how important that service 
has been. I have someone vho understands and can 
sympathize and help me. 

I also know chat my mother relates to the quality of 
people who care for her — and she is pretty fussy. 
I've seen the van and I've seen how they help her 
get on and off she van, and most importantly, I've 
seen how she relates to these people. She doesn't 
relate to many people — but these are very important 
people *:o her, and t can't stress enough how raar- 
velous the quality is. 

I might just mention the overnight capabilities of 
the program. .1 know that Mrs. Scott has used it , 
for her mother on occasion. For us, it has been 
marvelous that we could take a weekend and know that 
Grandma was O.SC, I remember the first time I picked 
her up after a holiday —-she just flurried around and 
• * got her things and said to the nearest person, 

"I am going home now because t do have a heme you 
know." And I think that's just a little bit of in- 
sight into how important this program is. 

As with any .marvelous program, I guess there are 
things we would like to have that are not provided 
at the moment. Would anyone want, to comment on some 
unmet needs? r 

Mrs. 3arbce: I need the service on Saturday and Sunday, because 

I have to work on weekends. 

The weekend care would be uelcone. My husband has 
had the responsibility for so long of helping his 
mother ia her apartment, that the strain is beginning 
to show. On weekends, he has to go and fix her 
food. Ve live out of town, and it requires constant 

- 93.- 
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Mr. Chaffee: 

Mrs. Steinberg: 
Mrs. Bel aw: 



Mrs. Sceinberg: 



driving. We have cried bringing her to our house ' 
for Sunday dinner and that's fine during the meal, 
.>buc five minutes after dinner is over, she scares 
wanting to go back to che aparcmenc. She is excreaely 
restless, and this has really .been a big scraln on us. 

I wish there were core of a way to make Che elderly 
people feel needed. , 

On Che days that ay mother-in-lav does not come 
to che ptograa, che aeala-on-vheels program has. 
also been an enormous help. The woman who owns che 
house puts 1c la Che refrigerator, and my husband 
heats lc up in che evening. 

There was one period of ciae when my wife vas in che 
nursing home, Afcer she came hoae, a student nurse 
came co our home and helped my wife puc a aeal together. 
My wife can*"c cook any longer, and she even forgot 
where things were in the kitchen. This was a pilot 
pro'Ject, and che nurse worked wlch her for si* veeks, 
and ic did help a llccle blc. Such recrainlng would 
cake a loc of clme and pacience, buc perhaps lc could 
be undertaken in che fucure. 

Mrs. Belew, does your husband use some other social 
agency? ' v x 

Yes, In the beginning, my husband went to Threshold 
and he enjoyed It very much because he was able at 
that time to walk around and communicate. But that 
was only for short term treatment - such patients 
had to be able to work again, and he won't ever be 
able to work. Then the Lodge came Into being, and he 
was changed co chac program. Thac program was also 
helpful. Buc a year ago, afcer he had his lasc spell 
of sickness he wasn'c able co attend che Lodge any core 
because he could noc cake care of his needs. Re needs 
help in eating and In going co che bachroom. Day Care 
provides all chac help and chac is why lc means so 
much co us* 

Boch Threshold and Lodge are oucpacienc mental health 
facilities — halfway house programs. 

Another aspect of the program we should couch upon .is 
cose For a number of us, it's che biggest bargain in 
the world. For some others, it Is more than can be 
handled. For example, Mrs. 3elew can only afford a 
few days a week because of che dose 
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Mrs. Belew: ■ ■ I was very concerned about being able Co find funds 

noc only for ay husband but for many ocher people who 
I know who would like, to attend the Day Care program. 
I wrote a letter to Governor Thompson explaining my 
interest in other people's needs, and oy own problea 
because I knew our financial arrangement is not 
permanent. As of October, the church will no longer 
pay for ay husband's Day Care, and .1 aa searching for 
funds so chat Jiy husband can continue to go and I can 
keep hla at hooe with sc. He hates hospitals and 
nursing homes.' And I want him co remain a part of our 
home as long as possible. The only way we can do 
chat is If someone will tome to our aid with funds co 
help hia to continue to go on. 

Mrs. Steinberg: Mr. Chaffee, <f6 you have any. comments about che cost 
of the program? 

Mr. Chaffee: This program enables me to work and keep our^home 

together and. keep us financially solvent. If I 
didn't have the 3ay Care Center,, I'd have co put 37 
wife In a nursing home full time which would mean 
aore expense. This would cost me quite a bit and make 
a big difference- in my finances. After a while, chis 
would drain ay savings and I would become Insolvent. 

Mr5 Steinberg: Tor a number of us, Day Care is not only an emotionally 
satisfying route — it . is also an economically 
beneficial .one. However, chare are a large number or 
people who cannoc even afford whac I consider che low 
cose of che program we participaca in. ■ I think we as 
consumers need to write letters co our legislators 
to make ic possible for chose who are eligible for 
Tide Xr< and Title XX to receive -reimbursement for 
Adulc Day Care services, and to see if we can't get 
money- for che 'funding of mors programs of this kind. 



...I think the simplest way ye could say "thank 7ou" 
to the prograa is co say this: "Ic has saved my life. 
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FOLLOW-UP REPORTS 1 YEAR AND 8 MONTHS LATER (MAY 1979) 

Mrs. Sceinberg's mocher. Rica G*rleez. has remained physically scable. 
She concinues co anbulace unassisced, and needs supervision only wich 
accivicies of daily living. She has had recurrenc episodes of gouc, and 
has visiced her doccor in hi3 office every few monchs. The family 
aicuacion remains unchanged — working parencs wich ceena^a rMldren, 
a very busy household, an d a scrong desire co keep cheir grandmocher 
wich chem. Occasional ovemighc scays have been provided by che Day 
Care program for Mrs. Cerlecz when che family is ouc of cown. Mrs. 
Cerlicz accends che program 5 days a week; realicy oriencacion and* 
socializacion are che most iaporcanc componencs in her creacnenc plan. 

Mr. Barbre has had 2 hospical admissions since che Conference. He was 
admicced 10/19/78 for pneumonia, following a 4 day crip co Missouri. 
He was discharged from che hospical .11/20/78, and recurned co Day Care 
che following week. Again on 2/18/79 he had an ovemighc hospical 
scay. His wife concinues co work as a nurse and he accends Day Care 
abouc 3 cioes a week. He ambulaces wich assiscance and a walker, and 
gait craining is still part of his creaibenc Bis mencal alertness 
is much improved. 

Mr. Belew was hospicalized 2/9/79 wich a stroke. He now 'ambulaces Wch 
assiscance, receives gait craining and cherapy for improving all ' 
accivicies of daily living skills, his alertness has increased, and he 
can express himself wich a limiced few words. Scholarship funds are 
necessary co keep Mr. Belew in che Day Care program, as che combined 
family income is less chaa S300 a aonch, including SSI. He atcends che 
program cwice a week. 

Mrs. Khachacurian accended che program uncil November" 1978, when- she 
was hospicalized wich pneumonia. Ac chac cime, because of her weakened' 
condicion and severe oencal decerioracion, she was admicced as an 
lmpacienc in che nursing home for long-cerm care. 

Mrs. Scocc's moch er, Mrs. Agnes Rehm . was in Day Care from 3/23/77 
uacil 10/24/77. ,Ac chac cime, she was admicced co Champaign Councy 
Nursing Home s Long Term Care program for Incermediace Care. She died 
on 3/28/79. 

Mr. Chaffee had a hearc accack on 6/13/78. While he was hospicalized, 
his wife was admicced co che nursing home shelcer care program. He 
was admicced co che nursing home during his recovery period. . Boch were 
discharged on 8/17/78 and recurned hone. Mr. and Mrs. Chaffee' chen 
scarted -co accend che Day Care program. Mr. Chaffee requires che 
program because of his special diec needs as veil as che need co 
oonicor his blood pressure and pulse; Mrs. Chaffee receives speech 
cherapy, and, her condicion has basically been unchanged. / 
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CHAMPAIGN COUNTY ADULT DAY CARE PROCKAM 



1978 monthly average, 350 client days, 250 transportation units 

Strvtd 86 different clients in past 3 years. 

85Z discharged to LTC 

10Z expired at hone or in hospital 

5Z discharged — 1., Program no longer needed 

2. Discharged out of town 

3. Service not effective 

4.5 years longest Day Care Service 

8 months everagc Day Care length 

2.5 days per week, average days of service 

Of the present total enrollment of 32 
75Z would qualify skilled in LTC 
22Z would qualify Intermediate in LTC 
3Z_ would qualify snelter in LTC 

Referrals 

70Z families ' 

20Z Hospital Social Services 
10Z other agencies and Doctors 

Largest -number of problems encountered are in area of transportation 

1. Weather 

2. Bus maintenance 

3. Time involved 

4. Scheduling. 

5. Ramp at homes for wheelchairs^; 

Host common needed procedures 

1. Medications 

2. Bathing , 

3. Beauty and Barber services 

4., Ambulation ' ,' 

5. Bowel and Bladder training 

6. Feeding assistance 

7. Catheter changes 
Dressing changes and soaks 

9. Blood tests 
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DAILY COST BREAKDOWN 



Administration s 1 96 

Indirect. Services V it? 

Phone \ A ' 1 * 

Rene \ 

Insurance \ 
Direce Services \ 

Staff* (Coordinator, 2 Aides y- 



Bus Driver) 6 8l 

Fringe-Senefita \ , 2 t ' 

Contracted Professional Staff \ 

F00d V 1 73 

Supplies A ;25 

1.00 
$16.75 



Transportation 



ERIC 
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EXCERPTS fitOK LETTERS 

"Day Ure was great for us. Frankly I don't lu£w what wc would. have 
done without it. 'Is definitely prolonged the tWMother could JUy 
in her own home. It helped her make the adjustment to living af the 
nursing home. She was able to paticipate in witiblii »« lv i"&™* 
make friends. • And I feci Day Care delayed the time before *halhdd « 
go on Welfare. There is quite a difference between Day Care J«g8" > 
and the .3300 plus a month for. full time nursing ,care I still «.ongr/ 

"SUpp«C''Day~Cart^ 

cax dollars spent for such programs.'* 

V ******* 
\ . ' * 

"From the start of the Day. Care progran, my husband's alertness in*- 
creased and. he became 1 more like his old self. He enjoyed seeing 
many of his old friends, and felt he was doing ne a favor because I 
was able to continue in my job as a registered nurse in a local hospUal. 

******* 

" As for the Dav Care' Program at Champaign County Nursing Home, I 
cannot say enough' about what they have meant to ae and my wi.e. 
>Wi:hout their help and. understanding, I do not know what condition 
ay'vife and I would be in today. Ho one knows all the problems of this 
situation until it happens to you and your wife. 

******* 

" ... As a working wife, mother of three adolescents, and daughter of, 
■ *nd 80 year old woman, ; have found this service of indescribable 

benc£i= -" * ******* 

■ \ ' t , 

"My mother is forgetful, disoriented, and an::ious, and simply cannot ( 
be left alone any longer. ■ -et, she still relishes her f ami, '/ status 
and her home with us. It would be a major setback to her self image 
were she forced to leave the family and reside in a nursing r.cae.. 
.» ******* 

"Your Day Care program has been a Godsend. The ability to combine 
care and stimulation and companionship for an elderly ci-.zer. vi.n 
\l maintenance of family stability is a remarkable Solution to our 
problem - and also one of the most- economical wayrot handling the 
situation. In addition, tnc shelter care service has d ^ne a great 
deal for us in easing --ha burden of my mother's care. By being able 
co leave her for family vacations^ short trips once in a while, our 
spiJits are rejuvenated and we ara dnce again able to care .or he. . 
I should add that the quality of;/our service is exceptional. are 
so pleased with ycur superlative' Staff and the loving concern and care 
chey offer. " 



******* 
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•'Without the program I am afraid that my mother would have :o in a 

residential nursing hone, This would be unfortunate — since Ac Is so mich 
oore emotionally satisfying for her the way things are now, and so much 
more economical for her, for us, and I believe, for society. I do hope th* 
County will see fit to continue the program and I will be happy to provide 
any kind of assistance t can offer in the provision of th^s excellent 
service to other County residents," 



NOTEi Illinois has not been providing reimbursement for Adult 

Day Care through Title m and has provided Titl* XX support 

> on a very 'limited basis, However, the Illinois General 
Assembly is considering the appropriation of $2,5 million 
in State of Illinois' General Revenue funds to the Illinois 
Department of Aging for Adult Day Care Programs. 
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MASSACHUSETTS ADULT OAV HEALTH SERVICES 
Edith C. Robins 

Special Assistant for Adult Day Health Service: 

Division of Long Term Cart 

Office of Standards and Certification 

Bureau of Health Standards and Quality, HCFA 



-Ia..ch«..,four_y«ars_. since the Inception In Massachusetts of the first 

Adult Day H ea 1 c h P r o gr an r e £nbur s ab" l"e UtOi ;'■ 'it " M« d ic a i dr ' t h e~p rog r ea - h a • 

sharply escalated, As of May 1978, 39 programs have been approved for 
Medicaid reimbursement. 33 of which are operational and serving more 
than 300 individuals! the remaining four programe are expected to start 
services In Che susner months. Of a* 39 programs, 10 are in non- 
profit nursing homes, 8 are la pro-:ietary nursing homes, 16 are In free 
standing community baJW faeiliti^. 4 in chronic disease hospitals and 
1 in an acute hospital, tt is also anticipated that additional pro- 
grams will* be approved In the coming months. 

An indication of the acceptance of Che program within Massachusetts 
Is the fact tfhat the prescreening procedure for applicants for nursing 
home placement or for home health services now requires that consideration 
first be given the potential of utilization of Adult Day Health services 
as a viable alternative services before other placements can be approved. 

Inclusion of the 15(78 narrative report of Massachusetts in this pub- 
lication 'does not imply official endorsement of ail the facts included; 
rather it is Intended to facilitate a sharing of information for all 
who are concerned with program development. For .tore specific 
information about the Massachusetts program, inquiries should be 
addressed so: 



\ 



Anne Klapfish 

Director, Adulc Day Health' Services 
Massachusetts Medical Assistance Program 
Room 740 

600 | Washington Street 
• Boston* Massachusetts 02111 




Q i -t y*i 
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INTRODUCTION 
Background 

Between February 1975 and January 1977 the Massachusetts Helical 
Assistant progran (Medicaid) awarded ai:c contracts to nucsiaa 
homes, hospital and community providers Co operata adult day care 
cancers in che Commonwealth for a one year piloc icudy. Th* major 
faccors prompting Medicaid to enter into che adulc day caru pil*t 
-stirdy"uere: ~ '~' " ' : ; *" " " 

- Increased accencion co a wider variecy of service '.. Uons 
within a continuum of care. 

- Federal Iniciacives in che area of adulc day care and ocher 
alternatives co institutionalization. 

- A greater awareness on che pare of policy ankers chac from 
boch a quality of life and fiscal scandpo - ic was no longer 
desirable\or feasible co rely only on zh* inscicucionai 

modal co tneex Che needs of a growing chronically ill population. 

The Concepc / 

' Alchough new co Mas$achuseccs ( adulc day care was noC a cotally new 
concepc either hacionally or iacernacionally . Psychiacricaliy 
orieuced adulc day care began in England as, early as 194CK Thac 
councry as vail as che Scandinavian cpuacriei in che 1950' s expanded 
che day program concepc co serve che physically impaired and. socially 
isolaced clienc. In chis country, in 1972, amendmencs co che Social 
Securicy Acc auchorized HEW co iniciace piloc day care programs 
for Medicaid and Medicare eligible clienc^. Basic federal guidelines 
were drawn <jp':o govern chase experimental programs. These guidelines 
a. M owed che possibilicy of chrce very discincc models of day care co . 
ie?Je: 

- cho cherapeucic or resjor^cive model; designed primarily for 
che shore term rehabiliLacion cxienc. 

- che ma Incenance model; designed for che chronically 'ill or 

dUabie<i -lienc who needad health-supervision ■ and- sociaii 

z*::an co maintain his/her 'f unccional^scacua . 

- the social model; designed for che frail elderly who needed 
socialization and supervision buc who had no specific healch 
ne^da. 

In . v fi3sa:.husecc3 _t was felc Chac a merging of these various models 
sz^ld he sore appro>rUctt both for the piloc sjudy and the apparent 
needs uc the popuj>- io.i. As a resulc, guidelines ware developed which 
were more specific chan che general Federal guidelines Co govern che 
sU piloc programs. The major components of che Massachusetts day 
cava programs were! 
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• health ruscoraciou, monitoring and supervision 

- social service counseling fee program participants and 
their familias 

therapeutic iv-i. i v. *r.d <*ocialization \ 

- personal care 

- nutrition 

- t: jiporcai;i 

Staffing '.deling "ilred chat the program have an R.N. for a 
minimum ot vo hours per day, an activities director for a minimum of 
four hours per day, occupational, physical and speech therapy 
consultants and an overall utaff /participant ratio of one to six* 

It was decided to allow programs to accept both private paying as 
well as Medicaid eligible clients* the major criteria ,for acceptance 
to the program was based on the client's eligibility for Level III 
nursing home placement. 

! 

It was hoped by Medicaid staff and the pilot programs chat. adult 
day care would: 

- be an alternative to or delay premature Institutionalization 

- offer respite during zhe day to family caretakers 

- prove to be a cost-effective service option 
The Evaluation 

A report published January 27, 1977 entitled "A Study of. Adult Day 
Care Centers in Massachusetts" by Catherine M. Smith, Jeanne 
.Lucero and Hazel Croy, R.N. evaluated the first year of adult day 
care in Massachusetts* The report demonstrated that the program 
had achieved its goals, seemed to be cose effective and was a 
viable and needed service option In Massachusetts* In addition the 
report showed a high degree of client^ and family satisfaction vlth 
the program. Ic was felt by many of 'the clients and their . families that 
this was a program that could meet several of their needs within 
one setting as opposed to having co obtain piecemeal service from 
other health and social service programs. 

i 

Expansion . I 

1 I 
The results of the pilot evaluation encouraged Medicaid to expand the 

number of adult day care 4 programs in Massachusetts* The pilot 

guidelines were revised (the most notable changes being an Increase In 

*The name Adult Day Care was formally changed to Adult Day Health 
Services in June 1977,, , , 
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the minium staff/nursing t». . . re * to four hours per day and the 

inaiatancd chat program* site* . ; c .ld ba barrier free for cha handicapped), 

a request (or propoaais- disseminated to intereecad providers and an 

inter-agency eaak force davalooad Co raviav and approva Incoming 

oroposals. During Medicaid' i fiscal year 1973. eleven new adult d.iy 

care programs began operating In Che Commonwealth,. . 

FY' 78 REPORT ' ' .." 

This raport_wili r fo3ua on.caa follov±ng^area*.-o£. adult. .da? health 

baaed on data accumulated from cha 17 programs in operation during 
fiscal year ,^973 (FT 78) 

- Population Profile 

A. admissions 

B. discharges 

C. function*? disabilities 1 

D. diagnoses 

E. social information 

F. .other services in addition to adult day health 

- Program Information 

* Transportation Information 

The following narrative will first summarize the program and 
population aspects listed above. The charts which follow this 
narrative describe in more specific detail, by program, each of the 
areas discussed. Ve will conclude this -report with a brief summary 
and five month update. An appendix to this report should be published 
in February 1979 listing complete cost information for each program. 



NARRATIVE SUMMARY 
POPULATION PROFILE 

A. Admissions - 336 new clients were admitted to adult day health 

programs during FY' 78. S2X of ciiese adtfijsions were referred from 
'health related facilities and organizations 22Z were referred from 
Home Care Corporations and orhe ■ icnr ni'y ■ ial servfle organi- 
zations. 14" were referred by '.ir.Uy, !S<*£. vr friend*, and *Z 
were -referred from some otlwr Svirsc. In :ompUTiscn with the pilot 
year. t»e see an increase' in health ovg-inlz-' .ion referrals. This 
increase-isTeflected larye^.y ar.a *i •nifiuv.tiy ir. an increase In 
referrals fron hospital di^har"* olonn* : :. hi>s^i"ai discharge 
planners rsake :he bulk .of .... r«si>- *ais* "/ec S2ft3ed, 

re'.uccanc :a refer to adulc ch programs i.i :he aarly stages . 
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A large pare of the discharge planner referrals was made co programs 
which were pare of the original plloc project, ""his gugiosta chat 
longevity of a program counts in establishing' icself firmly 
enough cp attract chit type of referral'. The second largesc block 
of healcb organization referrals come from che Vlslclng Nurse 

-A \ssociation (VNA), The VNA has access co many clicncs who wquld 
be appropriate for day healch services, ft is incerescing co note 
v chac che highest percentage of VNA referrals was made co free 
J^anding communi ty bosed ad ult, day .healch. ■P.rQgram3..as...oppoaad^to 

w i nursing noma based 'programs. There was a large increase from che 

plloc year in che number of referrals made by Home Care Corporations 
and ocher community agencies. There was a sharp drop from che 
plloc year in referrals made by famiXy. This suggescs chac adulc 
day healch is becoming more' widely accepced in che community healch/ 
social service network as a viable service option and an integral 
pare "of che concinuum of care. 

Each ojf chi clients admittc in H*7Q as in the piloc year uaa 
deemed! at risk of Level III or Level II nursing home placemenc by 
Medicaid scaff. • 

B. Discharges - Of che cliencs discharged in FY'78 (106): 372 were 
discharged Co institutional care; 152 wenc co skilled nursing 
facilicies (SNF); 172 co lncermediace care facilities; 22 co 
chronic hospicals and 35 Co rest homes. In many instances chose 
discharged co IC? f s and resc homes would noc have had co be 
insclcuclonalized if chere were a scronger family support system 
for evening and weekend care. Ic is incerescing co mendon chac a 
large percencage of chose discharged to , institutions were discharged 
from nursing home based adulc day health programs. This is mosc 
probably explained by cwo fartorsj (1) generally speaking, nursing 
home based programs seemed co'.V willing co accepc a sicker fclientelej 
(2) many of chese programs cook cliencs only as emergency tespite 
for families uncil a nursing home placement could be found( There 
was absolucely no evidence chac nursing home based programs were using 
adult day health clients as a means to, fill empty beds. Many of the 
clients discharged went to different institutional facilicies. Ic 
should also be noced chac che cransicion from communicy co nursing 
home seemed much easier for chose who had become more familiar 
wich che inscicucional secclng in an. adulc day healch program. 

62 clients relocaced - in over 502 of chese cases adulc day healch 
stiff arranged for cheir cransfer co anocher day program boch within 
and ouc of state (as far as Florida). 

62' of che cliencs died. 

422 oi che participants were discharged Co che co-munity - chis does 
noc mean, however, chac 422 of che participant? goc be tear. Ther' 
were several reasons for t,his type of discharge. 292 of the clients 
were either afraid' :o co me or did not feal comfortable. F*ar was 
caused primarily :n raveling in /inter vaaeher" People were » 
uncomfortable fo a 'ariety of reasons. Family members often 
pushed the die:, the program unwillingly: two people had a 

language barr.i>.r '.roHea; two felt, too young; one woman was 
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•nbarrtiiod by inconcinance on cha way home In the van. Mora 
chan 902 of chose clients discherged. because of fear or dislike 
raoulnad tn cha program for lees Chan ona waak. There wee no in- 
dicacion chac cha program ilea, free scending or nursing home 
baaad, caused dislike, 32 of Chia populacion was discharged b^ausa , 
of dlsrupcive or abuaive bahevior co ocher cltencs. There were few 
If eny ocher reeourcee in Che coennunicy co help cheae clienee 
although some agreed co mencai heeich counseling, T.anaportecion 
difficulcies ceused che discharge of another Wot cha cliencs. 
'Mdvfrir'W *«H*th family caretaker* aUevieted-che- need for, ADKS for 
anocher 32 of cha cliencs, while 32 of che cliencs despice problems of 
cheir own hed co leave che program Co cake care of ocher family 
members. .6^ of che populacion, unfortunacely, had co laeve che 
progrem because chey could noc afford it. The absence of little, 
if eny, funding ocher than Mediceid for Adulc Oey Heeich Services 
ie perceived by boch'che Mediceid program and individual program 
scaff co be a big drawback in accessing participancs fron the 
communicy who need cere. On che briflhear eide, 142 of che .lienca 
discherged co che cocaunicy had improved afcer chair scey in che 
AD HP end were discharged co mora independenc living sicuacions. 
Thirceen of chia U2 were referred co and parcicipeced in Senior 
Cencer programs in cheir communicy. One person was pieced in a 
peytng Job, To ease cha breek from che ATK? many of same 
participancs returned co che program ona or cwo dayu * as 
volunceera. 

The ADHP scaff in all cases cried to arrange appropriace referrals 
for chose discharged co che communicy. 402 were referred Co Home 
Heeich Agencies for nursing or aide service; 245 were referred co 
Homemaker services; 102 were referred Co mencal healch services', 
62 co hospical rehabilicacion clinics;' 32 co family service organi- 
zacionsjand 52 co congregate houatng} 32 of che discherges replaced 
ADHS wich privace ducy ft'irsinfj or a Mred companion. 

' Functional Disabilities - The following funccional areas vere surveyed 
Co deceraine che degree at disabiHcy in each of the areas among day 
.healch participancs. 

- mobilicy 

- walking - ' 

- baching 

- scair clisbir.g 
• dressing 

- feeding 

- c'oilecing 

- wheeling 
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In four of cha tight arcaa surveyed (-nobility, walking, stair 
climbing, and baching), over 303 of cha d/ty health admin ions 
w«ra co some degree disabled, ais noedad aeslscince tn dreaiing, 
2321 in coilacing and 17Z in feeding, 20? ware wheelchair bound.' 

tn comparison wlch cha ptloc year parciclpanca chera waa a 

alighc lncraaaa In disability in cha areas of ambulation, draaaing 

and baching. Thara was a huge increase in cha number of wheelchair 

bound parciclpanca, emph -sing cha importance ot cha barrier?. „ 

fresTequireaencr*" There "was V subs ca -^ 

ot parciclpanca requiring aaalacanca wlch feeding. J 

The nursing .home-based program overall had a mora disabled population 
Chan che community free-scanding programs, although cha percentage 
of cha disabled at cha Oorchester, Holyoke and Cambridge programs 
were very cloae. Thara was significancly higher disabilicy in 
nursing hone-based programs in che areas of dressing and toileting 
as wall as a significancly higher proporclon of wheelchair bound 
clones. 

The lowasc percentage of. disabled cliencs ware in cha Lynn. 
Chicopee, Rox.bury and Brighton programs. This in pare is probably 
due co che fact chac these programs have fewer facilities for cha 
disabled in cams of baching faciliciea or physical cherapy 
equlpmenc. 

Overall about 32 of the population was inconcinenc. In almost all 
instances of lnconcinence. however, che programs had bladder 
retraining classes in effect. 

Diagnoses - While multiple diagnoses are prevalent. in an aged or 
disabled populacion as a whole, we falc tc would be useful co list 
che diagnoses of day healch parcicipancs co emphasize soma of 
the serious healch disorders among chis populacion which indicate 
a need for nursing care and monitoring. The cop nine diagnoses 
overall were noc suprising considering che populacion and wera 
as follows: < 

Rypercension - 262 

Arthritis , 
Congestive Heart Failure - 92 
Diabetes - 192 
Depression - 161 

Arterlo Sclerotic Heart Disease - 82 
CVA (Scroke) - 182 
Angina - 7Z 

Ch'.onic 3rain Syndrome - 72 
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Aj la evident from the above Llsccd diagnoses as w tll as from 
experience, one of the note important functions of the program 
R.N. li one of observation. Hypertension for example, in and of 
iCiclfi la a serious health problem which can lead Co icroka 
or heart aCCacks* With careful monitoring and observation of the 
hypertensive participant the R.N. can do much to avert the possi- 
bility or at a minimum be alerted to Che imminent stroke or 
heart attack. 

E> Social Information * The social information charted dealt vttb Che 
age. sex. housing and living arrangemenca Of the day health 
participant admissions. Not surprisingly 792 of the population 
vet over the age of 60. Of that percentage. 462 were 75 years 
of age or older. Leas than 32 of Che population was under 30 
and Che rest between SO and 60 years of age. While the majority 
of persons served are elderly it is imperative to note that this 
service model can be Just as relevant for a younger chronically 
ill and/or disabled population. We are currently seeing a growing 
numb : of referrals of clients In the thirty to fifty year age group* 

542 •' the population were apartment dw** s ers, 72 lived in Senior 
** Housing. 33* lived in single family hciaas, while 12 lived In 
rooming housesi congregate housing or other housing. 

Surprisingly, 402 of the participants lived alone, 232 with 
children. 212 with a spouse, 92 with a relative, and 12 with 
a friend or other* 

In comparison with the pilot program participants the 'only major 
difference was the increase in the number of persons living alone* 
It should be noced that almost universally the day health staff 
expands a great tfeal more effort for those clients living alone. 
These efforts range from coordinating better housing, homemaker 
and home health aide services to grocery and clothes shopping 
and laundry* 

332 of the admissions to adult dav health in FY' 78 were male, 
632 were female. 

F* Ccher Services in Addition to Pay Health - In addition to the 
services received in the adult day health program ve surveyed 
additional therapy, home health and homemaker services received 
by participants on admission and to the general adult day health 
po?ulati;<M in June* 1978. 

We found that of those admitted in FY' 78, 192 were receiving 
physical therapy, 72 were receiving speech therapy and 132 were 
receiving occupational therapy. These figures dropped somewhat 
when a survey was done of the overall population in Juno. At 
that time 132 were receiving physical therapy, 32 spesch. therapy, 
and 82 occupational therapy. The admission figures correlate with 
Che high degree of disability demonstrated and the high occurrence 
of participants admitted who had a stroke. The drop in the June 
figures correlates with the fact that Medicaid as veil as other 
third par~y payers will only reimburse for a limited number of 
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direct therapy treatments. Follow-up therapy donu by day hanlth 
staff Increasod from admission figures oc che Juno figures. 

In terms of home health and horremaker service*, 15% of the population 
on admission were receiving Home Health (V?!A ind/or home health 
aide) services only, ZlZ were receiving homomakur services and 8% 
wore receiving a combination of home health/homemakar services. 
With the exception of a drop from 82 to 32 In those receiving combined 
homemaker/home health services^ Jjhirt ..WAS_M_ilgnlfcljcanc change, in che 
number receiving ' these acrvIceV ini June. 

Romemaker services cannot be performed by adult day health staff 
(e.g. housacleanlng) . It Is therefore logical, especially considering 
the high percentage of participants who live alone that ZlZ it not 
more should be receiving these services. We are often questioned 
as to why day health participants require home health service in 
addition to day health service. Day health participants are receiving 
such service for a variety of reasons: 

Examples 

- a person who attends the program tvo days a week but is a 
diabetic who cannot self administer insulin may nc-d a VNA 
nurse to administer the insulin the other five diy%. 

- a person who requires adult day health services but cannot get 
dressed by himself /herself In the morning without assistance may 
need a home health aide each day to assist in this activity. 

While the Department carr ly monitors to assure nct> -duplication of 
services we recognize that a combined package of services (day health 
nnd others) nay be necessary to meet an individuals needs. 

PROGRAM OTQRMATTON 

With expansion of the program che number of persons actually being 
served has doubled in one years c,iaa. The daily capacity, for service 
has Increased from 103 slots per day to 400 slots per day. The potential 
number of slots overall, given that average attendance is 2.7 days 
per week, has increased from 150 slots to approximately 600 slots. 
Actual enrollment has not kept up with the potential number of' slots 
for several reasons: 

- the relative newness of so many of the programs (no new program 
opened' until 6 months into the fiscal year and several opened 

9 months or later into the fiscal year). 

- reluctance upon che part of other agencies to refer clients until 
the new program had proven Itself. 

Significantly 69Z of the clients were Medicaid eligible. Utiile some 
of this may be attributed to the effects of poverty on health it is 
probably more relevant that Medicaid Is the major funding source for 
the program. 

While 2.7 days was the average scheduled attendance for eacn enrollee, 
2.3 days was the average number cf actual days. Programs could figure 
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on sach client on avsrsgs being abssnt 2/5 of a da/ par week. 
Therefore if a program had twenty cllancs a da/ scheduled, ono or two 
clients on an averags would b* absent each 4ay. With the exception ( 
eha Holyoke program the haavieat abssnces vara shown in eha community 
baiod program. Tor Msdicaid clianta absence dua to illnan vai 
double absence due to other reaiona. For lalf-paying clitnti absence 
due to Illness or other reasons was about the same. 

TRANSPORTATION 

Each adult day health program has a transportation provider number 
with Msdicaid and can draw on a variety of raaourcss for securing 
adult day health transport. Such resources range from private 
transportation companies, to having chair ovn program vehicles to 
maximizing on community transportation resources. Medicaid always 
encourages programs to use the lowest cose, appropriate means of* 
transportation. Programs chat have the least difficulty in transpor- 
tation are those programs which have cheir own vehicle or contract 
for transportation services vith one provider. Those experiencing 
the most difficulty are those who are coordinating eha use of several 
transportation providers (up to cvelve in one instance). 

However, che data demonstrates that overall the programs are securing 
relatively low cost transporcation services. - 

152 of all tripe caken wsre by taxi ] 
72 of all trip taken wers by chair car ] ooaC coacl y 

36X of all trips taken were by program vehicle ] 
30" of all crips raken ware by community resource j low coat or free 
122 of all trips taken were by family members ] 

Our best ascimaCe on cost is that over-all transportation coses were 
$4-$5 round crip per person on average. 
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Mashaciiunk rrw Dkpautmknt ok him.ic VVkm'akk, Mkihi:ai. Ahhihtanck Phookam, 
Amu.r Day Hkai.tii Skhvu-kh— Coht Ukiumt 

'iNTlUIDIUri'KiN / 

Although there an* over -100 known udu.lt (lay health and nocial service programs 
tgenerieully known an adult dav enro programs) in the United Static very few data 
rc*|MirlH have been ixsued on either tin* contn or other aspects of the program, Thin is 
probably dlu- to the fact that many of the programs arc still In the development 
stage and have not been in existence long enough and/or had the resources to 
generate such reports, 

The Massachusetts Medicaid program sponsored nix. adult day health programs in 
|!>Vr Vtl, Dm* to the success ol these pilot programs expunsiun of the number of 
program* wum initialed in li>77» Ah of March 1 070 tlu? Massachusetts Medicaid 
program ha* approved thirty-seven programs lor o|»erutiot> in the State with thirty*- 
two in actual uperntion. 

In .July of 1077 Medicaid requeued oxihthv m 1 all new programs to submit 
monthly cost report form* to the Department. / iu ough a Hat per diem rate of 
$liUM) per person had been established to cover nil program cost* with the exception 
of transportation and direct therapy cost* tin* mu Wi»a based on unsophiHticuted 
and perhaps inaccurate cost. data. In fairne** to boib the provider* of service and 
the Department it was felt that more accurate cost data would have to be collected . 
to assess the validity of the present rate structure. 

Because of the increasing number of inquiries the Massachusetts Medicaid pro- 
grum has had from prospective providers in our own State regnrdin^ the true cost* 
of Adult Day Health Services and because of the Multitude of inquiries from both 
single providers and governmental agencies ia several other states regard ing pic 
same issue we have used the monthly cost, report forms to generate this cost report 
on adult day health services in Massachusetts. \ 

It should be clearly understood that the Massachusetts Medicaid program througy 
this report is not saying that all adult day programs nationwide should or wilV 
experience similar costs. Regional differences and differences in program models* 
may make the costs appreciably higher or lower in other states. For example, *\\ 
intensive care and heavily staffed Day Hospital program is more than likeiy to 
exhibit a much higher per diem rate than anv ol the program* in this repn A 
lesser staffed program whose purpose is primarily socialization and minimum xtr* 
vision conceivably should exhibit lower per diem rates than shown in thi* *♦ 
unless such a program is in a state or region with higher salary ranges. in- 
utility costs, etc. than Massachusetts. 0 

hi 'this report the Department is merely trying to demonstrate what i* 
the true cost! of adult day health services in Massachusetts for a model v. i 
been highly successful in meeting the combined health mid social serv 'e n a 
population that is at risk of institutional placement. ,/ 

/' 

PKOtiUAM SUMMAHY 

' •' ... / 

The costs of the following programs are listed in this report:/ 
/Vryjram Site // 

Amherst Adult Day Center Nursing Home (for profit) 

Therapeutic Day Care for the Elderly Nursing Home/ 

Don Oriune Adult Day Center Nursing Home 

Community Day Care for the Elderly Community Center 

I ,ynn Adult Day Center Multipurpose Senior Center 

D Youville Hospitality ("enter . Nursing Home 

Cambridge Adult Day Center Freestanding Center 

Nevins Adult Day Center Nursing Home 

Holvoke Adult Day Center Freestanding Center 

liollingsworth Adult Day Center Nursing Home (for profiti 

C&ROP Adult Day Center Freestan ing Center 

Dartmouth Adult Day Center Nursing lomelfor profit) 

COST APPENDIX-AVERAGE DIRECT AND TOTAL PER DIEM COSTS OF COMPARABLY SIZED PROGRAMS 



, „',,„,, „ ,„,, Average direct Average total 



Program:, wijri 15 pa'ttciDnnts per itoy 

100 . $7.80 $13.08 
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COST APPENDIX-AVERAGE DIRECT AND TOTAL PER DIEM COSTS OF COMPARABLY SIZED 
PROGRAMS— Continued 

level nl orcuuncv tmtenl) ' AvCfa * e dlfed Am3 * e !P ,al 

level 01 occupancy (percent} cosl ^ diem cos , ^ diem 



90 ; 8.64 14.54 

85 : 9.11 15.34 

80.. , ,9.72 16.36 

Programs with 21 to 24 participants per day: . 

100 ; 9.20 14.17 

90 10.22 15.75 

85 ? 10.81 16.66 

80 11.50 17.72 

Programs with 30 participants per day: 

100 9.83 12.23 ; 

90 10.92 .13.59i 

85....; ; 11.56 14.39 I 

80 • 12.29 15.29 



/program development costs 

As Medicaid is a fee for service reimbursement agency the per diem rate funding 
is for operational costs only and does not take into account the initial costs neces- 
sary for the development of an adult day health program. Adult day health pro- 
grams in Massachusetts must seek initial start up funds from resources other than 
.the Medicaid program. | 

Due to the many inquiries however that the Department has had regarding start 
up costs we have summarized in this rejport the typical developmental costs experi- 
enced by the Medicaid approved programs in Massachusetts. In this report we have 
exhibited only the .range of developmental costs and not the actual start up costs 
experienced by each individual program. 

DEVELOPMENTAL COST SUMMARY 

General costs • . 

Most programs have found that due to initial cash /flow problems and slow 
enrollment ouild up that a minimum of two months direct operating costs are 
necessary to cover initial salaries, consumables! supplies and overhead costs. Most 
programs also have added an additional three months salary for the program 
director so that -he/she may be hired prior to program operation for organization 
and administrative purposes. 

Two months of direct operational costs has ranged from $16,000 to $17,500 for a 
program with a capacity" for thirty participants per day to $7,000 to $13,500 for a 
program with a capacity for fifteen participants per day. . . ( . 

Equipment costs 

Equipment costs' vary from program to program depending on the setting and 
participant capacity. Many program are able to obtain donations for many of the 
items required,' thereby substantially reducing the capital equipment cost. ExperiA 
ence has shown however that whether donatedor purchased the following minimum \ 
amount of equipment is necessary in starting a program: 



•' i Equipment 

Furniture:'. Price range 

Large activity tables (for dining also) $40-$100 

Small game tables $30-$60 

Reclinin g chairs (1 for 5 participants) $160-$240 

Couch. $300-$500 

. Arm chairs I $40-$100 

Table chairs #15-$35 

Coat rack/lockers " $15-$300 

Storage shelves . : $30t)-$200 

Medical equipment: / 

Emergency oxygen . $40-$60 

• Drug cabinet '. $15-$35 

Urge scale $100-$150 
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Small rofrigorator,,:, \ $nic-$240 

Nursing/peraonal caro items (first aid supplies, foot basins, urine 

miu/ n i? « Ita v bIood pressuro cuff, dressings, scissors, etc.) $100-$300 

Wheelchair ■ $lG0-$300 

Ofiice equipment: , 

Desk(s), stationery, file .cabinet, pens^pencils, charting records, etc.. $<100-$700 
Kitchen equipment: 1 

l^r:::=zz:z= ===== K 

Sf/feopot $30-$50 

Miscellaneous $20-ho 

Misceilanous equipment: 

, Housekeeping supplies.... $15-$30 

Activity supplies. $50-$ 100 

Television (optional) $150-$500 

otereo/ radio. ..; > t $160-$300 

| Miscellaneous costs: Advertising, postage, application fees, etc.!!!!!,,...,!!!.!! $100-$300 
1 Department on cupnetty, 

Note: The range for total initial equipment cost*: $3,000 to $10,000 depending on the coat per 

item and the size of the program. ^ 

RENOVATIONS 

This report does not cover any price ranges for renovation or building costs as 
they are so specific to each individual program. Approximately one half of our 
. Programs have experienced renovation costs ranging in extent from making one 
bathroom accessible to the handicapped to total construction of a day health center. 
It is worthwhile to mention that some programs have substantially lowered the 
abor cost of renovations by .using the labor available from trade schools and 
technical high school programs. ^«uuia UI1U 

In conclusion we can generally say that it is safe to assume that a program with a 
S?EV \ma ™!? P ar t lc }P ants d ?y may experience start up costs ranging from 
$10,000 to $20,000 excluding renovation costs. A program of thirty participants per 
day may experience start up costs ranging from $20,000 tn SUn.000 excluding renova- 
tion costs. • ^ 

It is important to reemphasize however that the range of costs reported here 
should be looked at as a guide rather than an absolute. Initial staffing, speedy 
enrollment space and equipment costs, donations available, etc. are all unknown 
variables. I he Department has seen one program with a capacity of twenty per day 
develop successfully on a shoestring developmental budget of $6,000, 

REPORT SUMMARY 

In summary the following may be concluded: 

Based on the total program costs submitted by the centers surveyed in this report 
«i§ iR Ve Qn ge tota l Cost P* 1 * di £?i JS r „ aI1 the Programs is: 100 percent occupancy, 
11 ™ *7 c ^ rCent PC cu P anc y- $ 14 ' 62 ! 85 percent occupancy, $15.45; 80 percent occu- 
pancy, $16.46. r 

Transportation costs average $4.00 to $5.00 per person per day. Adding the trans- 
portation cost to the average total per diem cost we see the maximum costs for 



On Average 73 to 74 percent of the per diem cost goes towards personnel ex- 
penses, with 13 percent allocated to program expenses and the remaining 13 percent 



i i « j t ■ y — — &~ wvai uicin ^.uoi we see me maximum costs lor 
adult day health services ranging in average from $18.00 to $21.50 per person per 

pen 

allocated to overhead costs. 

70 percent on average, of the dollars represented in the total per diem rate are 
direct or actual costs to the adult day health program. The remaining 30 percent 
are inkind or donated costs. ^ 

It is important to note in this summary that while the figures represented in this 
report as total costs are those submitted by the programs these total cost figures are 
not necessarily all used in calculating the Medicaid per diem rate for adult day 
health services. The Massachusetts Rate Setting Commission is the governmental 
unit responsible for setting rates for Medicaid program services. They are mandated 
by law to base rates on fair and reasonable cost. The Rate Setting Commission 
would very likely delete some of the costs listed in tin's report when calculating a 
per diem rate. For example, if a program was overstaffed based on the Medicaid 
regulations of a one-sixth direct care staff ratio extraneous direct care staffing costs 
would be deleted when calculating a rate. It can be assumed that a new rate (soon 
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to bo established) would fall somewhoro between the direct coat and total coat per 
dicms hated in this report. , . , , . . . 

While all of the Medicaid clients admitted to the adult day health programs wore* 
considered by professional nursing atoff to be eligible for Level II or Level II 
nursing home placement and with the average multilevel nursing home rate a 
$M).(U in Massachusetts it would seem based on t ho costs exhibited in this report 
that not only is adult day health a substitute service for institutional care but also a 
coat aaving service in comparison. HOWEVER, to adequately compare institutional 
costs to adult day health costs it would be necessary to complete a much more in 
dopth report than the one we have presented here. To reiterate, the intent of this 
report hus bt*m- to exhibit the true adult day health coats in Massachusetts of a 
program that very successfully addresses the multiple health and social needs of its 
participants. 
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DAY HEALTH SERVICES TO NURSING HOME AND MENTAL HE ALT!! RESIDENTS 
WASHINGTON STATE DAY HEALTH SERVICE PROGRAM 

Washington Stata day health etandards allow day centers to serve nursing homo 
residents for e maximum of three months when it is a realistic goal to rrove 
the resident to a lower level of care within that time period. The original 
version of the standards prohibited day centers from enrolling nursing home 
residents, but this policy was changed to accommodate persons participating 
in the day health program who suffered an acute episode and had to go to a 
nursing home for a relatively short period of convalescence, The day center 
I directors felt those individuals would have a better chance of leaving the 
' nursing home as planned if they could resume attendance at the day center as 
soon as physically able. The throe-month limitation was instituted because 
it was appropriate for persons expected to have a short nursing home stay and 
because the Department of Social and Health Services was concerned about 
paying a day center to provide services to a client for whom the nursing home 
was receiving payment for full-time care. 

One day center also serves residents of the State Mental Hospital/ In these 
cases the hospital pays the day center for services rendered and the three- 
month limitation does not apply. 

The day centers have Jbeen successful in helping their own clients return to 
the community after a recuperative stay In the' nursing home, but of even more 
interest is the success they have had in relocating mental hospital patients 
and nursing homo residents who are not former day health clients. Soma 
nursing home or mental hospital residents have been helped to move into a 
congregate care facility or adult family hone and„others have been able to 
move back with their families or even into an independent living situation. 

Presenting problems of both nursing home residents and mental hospital patients 
are somewhat the same. Most suffer from low self-esteom and loss of faith in 
their ability to be independent and make decisions., They tend to be isolated 
and find it h&x'd to form meaningful relationships. Most have some degree of 
depression and feel a sense of loss. Disorientation and confusion are common. 
Many nursing home residents have major physical problems, either a serious 
disability or a chronic illness. 

Services provided by day health centers to help nursing home and mental 
"hospital residents move to a lower level of care are varied. Wheelchair 
bound clients are taught how to transfer safely and to care for their \ 
personal needs; Occupational therapy, physical therapy, and speech therapy 
are provided as needed. Clients loam how to do rehabilitative exercises, 
understand the purposes and side effects of their medications, and raleaxn 
how to perform the activities of daily living. Day center staff help the 
client find a new living situation, arrange for needed services and become 
involved in community activities. Some clients receive individual or group 
therapy to overcome emotional problems and others are encouraged to more 
independent. Day center staff educate the client's family on the effects 
0f j** 1 * ili««»s or disability and how to give the client necessary support 
wiqhout discouraging attempts at independence. 
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Day centare ara most successful whan assisting nursing homa residents who do 
not require tkillad nursing care and hava not baan in tha nursing homa for a 
long pariod of time, such as * year or mora* A long pariod of residency in 
a nursing homa tands to raduca tha eliant'S confidence in his or har ability 
to managa alona and soma ctiants who initially axprass a dasira to laava tha 
nursing homa changa their minds whan faced with tha difficulty of ragalnlng 
control ovar thair daily lives. Tor raasons not fully understood, langth 
of stay in a mantal hospital doas not saam to ba as critical * variabla as 
Langth of stay in a nursing homa. Possibly this is bacausa most mantal 
hospital patianta ara in and out of tha hospital, so even long-tarm patiants 
hava had occasional pariods whan thay want back to living in tha community. 
Both nurging homa and mantal hospital cliants ara mora apt to succead in 
iaaving an inatitutional anvironmant if thay hava tha support of thair 
physician, family, and friends. 

Oay health, staff ara convincad that mora nursing homa rasidents could mova to 
a lowar level of care if thay could racaiva day haalth ssrvices for longan 
than threa months. This limitation has causad tham to terminate cliants who 
wara almost raady to laava tha nursing homo, but naadad a tittla mora time. 
Washington Stata will ba examining its policy in this regard to determine if 
it should be mora flexible and allow day haalth services to continue whan 
there is clear evidence the client has made progress and is still a likely 
candidate for more independent living. r 
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